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Preface 
The Agency for Healthcare Research and Quality (AHRQ), through its Evidence-based 

Practice Centers (EPCs), sponsors the development of evidence reports and technology 
assessments to assist public- and private-sector organizations in their efforts to improve the 
quality of health care in the United States. The National Institutes of Health requested and 
provided funding for this report to inform their Pathways to Prevention Workshop.  

The reports and assessments provide comprehensive, evidence-based information on 
common, medical conditions and new health care technologies and strategies. They also identify 
research gaps in the selected scientific area, identify methodological and scientific weaknesses, 
suggest research needs, and move the field forward through an unbiased, evidence-based 
assessment of the available literature. The EPCs systematically review the relevant scientific 
literature on topics assigned to them by AHRQ and conduct additional analyses when 
appropriate prior to developing their reports and assessments. 

To bring the broadest range of experts into the development of evidence reports and health 
technology assessments, AHRQ encourages the EPCs to form partnerships and enter into 
collaborations with other medical and research organizations. The EPCs work with these partner 
organizations to ensure that the evidence reports and technology assessments they produce will 
become building blocks for health care quality improvement projects throughout the Nation. The 
reports undergo peer review and public comment prior to their release as a final report. 

AHRQ expects that the EPC evidence reports and technology assessments, when appropriate, 
will inform individual health plans, providers, and purchasers as well as the health care system as 
a whole by providing important information to help improve health care quality. 

We welcome comments on this evidence report. They may be sent by mail to the Task Order 
Officer named below at: Agency for Healthcare Research and Quality, 540 Gaither Road, 
Rockville, MD 20850, or by email to epc@ahrq.hhs.gov. 
 
 
Richard G. Kronick, Ph.D. David Meyers, M.D. 
Director Acting Director 
Agency for Healthcare Research and Quality Center for Evidence and Practice 
  Improvement 
 Agency for Healthcare Research and Quality 
 
Stephanie Chang, M.D., M.P.H. Suchitra Iyer, Ph.D. 
Director Task Order Officer 
EPC Program Center for Evidence and Practice 
Center for Evidence and Practice Improvement Improvement 
Agency for Healthcare Research and Quality Agency for Healthcare Research and Quality 
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Diagnosis and Treatment of Myalgic 
Encephalomyelitis/Chronic Fatigue Syndrome  
Structured Abstract 
Objectives. This systematic review summarizes research on methods of diagnosing myalgic 
encephalomyelitis/chronic fatigue syndrome (ME/CFS) and benefits and harms of multiple 
medical and nonmedical treatments. It identifies evidence gaps and limitations to inform future 
research. 
 
Data sources. Searches of electronic databases included MEDLINE® (1988 to September 2014), 
PsycINFO® (1988 to September 2014), and the Cochrane Library (through the third quarter of 
2014). The searches were supplemented by reviewing reference lists, seeking suggestions from 
reviewers, and requesting scientific information from drug and device manufacturers.  
 
Review methods. Two investigators reviewed abstracts and full-text articles for inclusion based 
on predefined criteria. Discrepancies were resolved through discussion and consensus, with a 
third investigator making the final decision. 
 
Results. We identified 6,175 potentially relevant articles, selected 1,069 for full-text review, and 
included 71 studies in 81 publications (36 observational studies on diagnosis and 35 trials of 
treatments). Eight case definitions have been used to define ME/CFS; those for ME, requiring 
the presence of postexertional malaise, represent a more symptomatic subset of the broader 
ME/CFS population. Researchers are unable to determine differences in accuracy between case 
definitions because there is no universally accepted reference standard for diagnosing ME/CFS. 
The Oxford criteria are the least specific and include patients who would not otherwise meet 
criteria for ME/CFS. Self-reported symptom scales may differentiate ME/CFS patients from 
healthy controls but have not been adequately evaluated to determine validity and 
generalizability in large populations with diagnostic uncertainty. Fourteen studies reported on the 
consequences of diagnosis, including perceived stigma and the burden of misdiagnosis, while 
feelings of legitimacy upon receiving the diagnosis of ME/CFS were also reported. 

Of the 35 trials of treatment, rintatolimod compared with placebo improved measures of 
exercise performance; counseling therapies and graded exercise treatment (GET) compared with 
no treatment, relaxation, or support improved fatigue, function, and quality of life, and 
counseling therapies also improved employment outcomes. Other treatments either provided no 
benefit or results were insufficient to draw conclusions. GET was associated with a higher 
number of reported harms and withdrawal rates compared with counseling therapies or controls. 
Harms were generally inadequately reported across trials. 
 
Limitations. Diagnostic methods were studied only in highly selected patient populations. 
Treatment trials were limited in number and had small sample sizes and methodological 
shortcomings. 
 
Conclusions. None of the current diagnostic methods have been adequately tested to identify 
patients with ME/CFS when diagnostic uncertainty exists. Rintatolimod improves exercise 
performance in some patients (low strength of evidence), while counseling therapies and GET 
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have broader benefit but have not been adequately tested in more disabled populations (low to 
moderate strength of evidence). Other treatments and harms have been inadequately studied 
(insufficient evidence). More definitive studies are needed to fill the many research gaps in 
diagnosing and treating ME/CFS. 
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Executive Summary 
This systematic review was commissioned by the Office of Disease Prevention at the 

National Institutes of Health (NIH), sponsored by the NIH Office of Research on Women’s 
Health, and cosponsored by the Trans-NIH Myalgic Encephalomyelitis/Chronic Fatigue 
Syndrome (ME/CFS) Research Working Group to inform the NIH 2014 Pathways to Prevention 
Workshop, an evidence-based methodology workshop. The purpose of the workshop is to 
develop a research agenda. Accordingly, this review evaluates and summarizes research on 
methods for diagnosis of ME/CFS and the benefits and harms of treatments, and identifies gaps 
and limitations of current studies and needs for future research in these areas.  

Background 
ME/CFS is a condition characterized by chronic and disabling fatigue, as well as various 

additional manifestations, including neurological and cognitive changes, motor impairment, pain, 
sleep disturbance, and altered immune and autonomic responses.1-4 Experts consider 
postexertional malaise and impairment of memory or concentration as critical components.5-7 
Consistent with the NIH Workshop, this review uses the combined term ME/CFS to describe the 
condition.  

The etiology of ME/CFS is not known, and there is uncertainty whether the condition reflects 
a single pathologically discrete syndrome, whether ME and CFS are subsets of the same illness, 
and whether ME/CFS is a nonspecific condition shared by other disease entities. Numerous 
studies have attempted to identify risk factors for developing ME/CFS, but none are definitive.  

The diagnosis of ME/CFS relies on the use of clinical criteria to distinguish it from other 
conditions that may also present with fatigue. There are currently eight published case definitions 
with clinical criteria.1-3,8-12 All include persistent fatigue not attributable to a known underlying 
medical condition, as well as additional clinical signs and symptoms. Depending on the case 
definition, prevalence rates of ME/CFS in the United States range from 0.3 percent to 2.5 
percent.13-15 Currently, no medications have been approved by the U.S. Food and Drug 
Administration (FDA) for the treatment of ME/CFS, but several have been used “off label.” In 
practice, there are wide variations in the clinical management of patients, and many patients 
receive a multifaceted approach to treatment. 

Scope of Review 
This review includes studies of adults with symptoms related to ME/CFS. Outcomes from 

treatment trials include improved function, fatigue, quality of life, and involvement in daily 
activities. Included studies were conducted in clinical settings relevant to health care practices in 
the United States. Scientists from the NIH and Agency for Healthcare Research and Quality 
(AHRQ) and a panel of experts and patients worked with the systematic review investigators to 
consider the context and studies related to the Key Questions that guided the review. These are—  
 
Key Question 1. What methods are available to clinicians to diagnose ME/CFS, and what 

conditions are required to be ruled out or excluded before assigning a diagnosis of ME/CFS? 
(a) What are the accuracy and concordance of methods used to diagnose ME/CFS? 
(b) How does the use of these methods vary by patient subgroups? 
(c) What harms are associated with diagnosing ME/CFS? 
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Key Question 2. What are the (a) benefits and (b) harms of therapeutic interventions for patients 
with ME/CFS, and how do they vary by patient subgroups?  
(c) What are the characteristics of responders and nonresponders to interventions? 

Methods 
This systematic review follows established methods of AHRQ’s Effective Health Care 

Program.16 A research librarian conducted electronic database searches identifying articles 
published between 1988 and September 2014. Searches were supplemented by references 
identified from additional sources, including suggestions from panel members and reviewers of 
the draft report. Criteria for including studies were developed based on relevance to the Key 
Questions. Two investigators independently reviewed all potential articles for eligibility, and 
discrepancies were resolved through discussion and consensus, with a third investigator making 
the final decision as needed. Only English-language articles were included.  

For questions regarding diagnostic methods, studies were included that compared case 
definitions, outlined in the Results section under Diagnosis (e.g., Fukuda/Centers for Disease 
Control and Prevention [CDC], Canadian, International), and provided measures of agreement, 
or tested the ability of the method to identify ME/CFS patients using one of the case definitions 
as a reference. Studies of potential harms from diagnosis were also included, such as 
psychological harms, labeling, risk from diagnostic tests, and misdiagnosis. 

For questions regarding treatment, studies were included that enrolled patients diagnosed 
with ME, CFS, or both by fulfilling criteria from at least one case definition. We included 
randomized controlled trials of at least 12 weeks in duration that compared medications, 
complementary and alternative medicine approaches, counseling and behavior therapies, and 
exercise therapies versus no treatment or other types of treatment. For completeness, additional 
trials of medications that were designed for shorter durations of treatment were separately 
summarized. Treatment outcomes included improved function, fatigue, quality of life, and 
involvement in daily activities. Studies of the results of laboratory tests or studies focusing on 
individual symptoms were not included. 

Two investigators extracted data from each included study, and they independently rated the 
quality of the methods of each study based on predefined criteria. Results of some of the 
treatment trials were statistically combined using meta-analysis. The overall strength of evidence 
was assessed for each Key Question and outcome in accordance with established methods. 
Experts in ME/CFS, individuals representing interest groups, and the expert and patient members 
of the panel were invited to review the draft report. The draft report was also posted for public 
comment during September and October 2014.  

Results 

Diagnosis 
Thirty-six observational studies of methods to diagnose ME/CFS were included. Most studies 

enrolled predominantly female patients, had small sample sizes, and were conducted in the 
United States and Western Europe.  
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Key Question 1. What methods are available to clinicians to diagnose 
ME/CFS, and what conditions are required to be ruled out or excluded 
before assigning a diagnosis of ME/CFS? 

Eight case definitions that include clinical criteria have been developed to identify patients 
with ME/CFS and are used by clinicians to distinguish ME/CFS from other conditions that also 
present with fatigue (Table A).1-3,8-12 One study considered the comparison based on age variance 
and is discussed under Key Question 1b.17 Although most case definitions require that other 
conditions be excluded prior to assigning a diagnosis of ME/CFS, no studies compared strategies 
for ruling out alternative diagnoses. The Oxford (Sharpe, 1991) case definition incorporates the 
smallest number of symptoms (new onset of fatigue with impairment of physical and mental 
function), suggesting less specificity for ME/CFS.12 

Table A. Case definitions 
Symptoms London 

ME8 
Canadian 
ME/CFS1 

Revised 
Canadian 
ME/CFS10 

Inter-
national 

ME2 

CDC – 
CFS, 

Holmes9 

Oxford 
CFS12 

CDC – 
CFS, 

Fukuda3 

CDC – 
CFS, 

Reeves11 

General physical X X X  X X X X 

Neurological; 
neurocognitive 

X X X X X X X X 

Postexertional 
malaise 

X X X X X  X X 

Neuroendocrine; 
immune 

 X X X X  X X 

Other system 
involvement 

   X     

Notes: CDC = Centers for Disease Control and Prevention; CFS = chronic fatigue syndrome; ME = myalgic encephalomyelitis. 

Key Question 1a. What are the accuracy and concordance of methods 
used to diagnose ME/CFS? 

Diagnostic methods were evaluated in eight descriptive studies comparing case definitions, 
although the accuracy of each method could not be determined because there is no established 
reference standard. Patients diagnosed using clinical criteria for ME or ME/CFS had more severe 
symptoms or impairment than those diagnosed using criteria for CFS alone. The Oxford CFS 
(Sharpe, 1991) and the London ME (Dowsett, 1994) case definitions were not compared in 
studies, leaving uncertainty as to whether these represent similar or discordant representations of 
ME/CFS.5,14,18-22  

Three studies that compared CFS patients diagnosed using the CDC (Holmes, 1988, or 
Fukuda, 1994) case definitions versus patients with other diseases identified differences in 
reported symptoms using various self-reported symptom scales.18,23,24 These results suggest that 
some scales could be reasonable candidates for further evaluation as diagnostic tests (Fatigue 
Impact Scale, Chalder Fatigue Scale, Hospital Anxiety and Depression scale, and certain 
subscales or combinations of the 36-Item Short Form survey [SF-36] with the Zung Depression 
Scale). However, these measures have not yet been evaluated for this purpose. No studies 
evaluated whether diagnostic methods could adequately identify clinical subgroups of patients.  

Eleven studies evaluated other types of methods to diagnose ME/CFS, but results were 
inconclusive. These included studies using self-reported symptom scales (the artificial neural 
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network test, the Schedule of Fatigue and Anergia for CFS scale, subscales of the SF-36, and 
other scales) and various serum biomarkers.25-36 The artificial neural network test was able to 
differentiate ME/CFS patients from healthy controls; however, no studies evaluated this method 
or other methods using an adequate sample size and spectrum of patients. No studies 
demonstrated an accurate and reliable method for identifying patients or subgroups of patients 
with ME/CFS in comparison with other patients, with diagnostic uncertainty as to whether they 
have ME/CFS or another condition in which fatigue is a prominent symptom.  

Key Question 1b. How does the use of these methods vary by patient 
subgroups?  

Three studies described how methods for diagnosis may differ for patient subgroups.17,33,34 
One study reported that older patients were more impaired, but it did not consider how symptom 
evaluation might vary with age. Two studies found that cardiopulmonary exercise tests were 
different for ME/CFS patients and for healthy controls, and that certain subscales of the SF-36 
were associated with slow recovery after exercise. No studies evaluated differences in the 
performance of case definitions among patients with specific sets of symptoms 
(autonomic/neuroendocrine, neurological/neurocognitive, immunological/infectious).  

Key Question 1c. What harms are associated with diagnosing ME/CFS? 
Fourteen studies evaluated harms of the diagnostic process or diagnosis of ME/CFS, 

including the perceived harms (or benefits) of receiving a diagnosis of ME/CFS, as well as 
missed/alternative diagnoses.13,37-49 Five studies found that patients with CFS feel stigmatized by 
their diagnosis in terms of financial stability, work opportunities, perceived judgments on their 
characters, social isolation, and interactions with the health care system.38,39,41-43 Two studies 
indicated that medical trainees and mental health practitioners make judgments about a patient’s 
condition based on the name it carries (ME, CFS, or other) and what treatment is being 
given.37,44 A substantial burden of misdiagnosis was found in the ME/CFS 
population.13,37,40,45,46,48 

Treatment 
Thirty-five randomized trials of the benefits and harms of treatments for ME/CFS were 

included. Most had fair- or poor-quality research methods, enrolled predominantly female 
patients from ME/CFS specialty clinics based on the CDC (Fukuda, 1994) or Oxford (Sharpe, 
1991) case definitions, had small sample sizes, and were conducted in the United States and 
Western Europe. 

Key Question 2. What are the (a) benefits and (b) harms of therapeutic 
interventions for patients with ME/CFS, and how do they vary by patient 
subgroups? 

Nine trials compared medical treatment of ME/CFS with placebo, although none of these 
medications have been approved by FDA for this indication.50-58 Results are summarized in 
Table B. Studies primarily included patients meeting CDC case definitions for ME/CFS (Fukuda, 
1994, and/or Holmes, 1988), which identify less debilitated patients than those meeting ME case 
definitions. The immune modulator rintatolimod improved some measures of exercise 
performance compared with placebo in two trials (low strength of evidence), while trials of 
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galantamine, hydrocortisone, immunoglobulin G, valganciclovir, isoprinosine, and fluoxetine 
were inconclusive (insufficient evidence). Additional trials with durations less than 12 weeks 
indicated no differences versus placebo for acyclovir59 and improved scores for physical health 
and function with rituximab,60 although both studies enrolled 30 or fewer participants and the 
clinical implications of these results are not clear.  

Harms of medications included suppression of adrenal glucocorticoid responsiveness, 
increased appetite, weight gain, and difficulty sleeping with hydrocortisone; flulike syndrome, 
chills, vasodilation, dyspnea, and dry skin with rintatolimod; headaches with immunoglobulin G; 
discontinuation of treatment with fluoxetine; and nephrotoxicity with acyclovir.  

Table B. Trials of medications 

Treatment  

Number of 
Trials 

(Participants) Results (Treatment Vs. Placebo)* 
Galantamine (acetyl-cholinesterase 
inhibitor)  

1 (423) No differences. (Insufficient evidence) 

Hydrocortisone (corticosteroid)  1 (68) No differences. (Insufficient evidence) 
Hydrocortisone + fludrocortisone 
(corticosteroid)  

1 (80) No differences. (Insufficient evidence) 

Immunoglobulin G (antibody)  1 (28) Better scores on social functioning scale for placebo group; no 
difference on physical functioning scale. (Insufficient evidence) 

Rintatolimod (immune modulator)  2 (324) Increased activities of daily living. 
Improved exercise duration, exercise work, and 
cardiopulmonary exercise tolerance. (Low strength of evidence) 

Valganciclovir (antiviral agent) 1 (30) Decreased fatigue scores; no differences in overall function. 
(Insufficient evidence) 

Isoprinosine (immune modulator)  1 (15) No differences. (Insufficient evidence) 
Fluoxetine (selective serotonin 
reuptake inhibitor)  

1 (68) No differences. (Insufficient evidence) 

Acyclovir (antiviral)† 1 (30) No differences. (Insufficient evidence) 
Rituximab (monoclonal antibody)† 
 

1 (27) Improved physical health and function scores, but not other 
outcomes. (Insufficient evidence)  

*Statistically significant differences between treatment and placebo groups. 
†Trial less than 12 weeks in duration 

Seven trials compared complementary and alternative medicine approaches versus usual 
care, placebo, or alternative therapies (Table C) in ME/CFS patients diagnosed by the Oxford 
(Sharpe, 1991) or CDC (Fukuda, 1994) case definitions.61-67 Therapies included dietary 
supplements, distant healing, homeopathy, melatonin, and phototherapy. Although studies of 
homeopathy, pollen extracts, and L-carnitine preparations reported benefit for some outcomes, 
these findings are inconclusive because of methodological limitations and small sample sizes 
(insufficient evidence). Harms were not reported in the studies.  
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Table C. Trials of complementary and alternative medicine therapies 

Treatment  
Number of Trials 

(Participants) Results (Treatment Vs. Control)* 
Acclydine vs. placebo 1 (57)  No differences. (Insufficient evidence) 
Acetyl-L-carnitine vs. propionyl-L-
carnitine vs. combination 

1 (89) Lower fatigue scores with acetyl-L-carnitine, but more 
improvement from baseline with propionyl-L-carnitine and the 
combination. 
Better global improvement with propionyl-L-carnitine and 
acetyl-L-carnitine compared with the combination. 
(Insufficient evidence) 

Pollen extract vs. placebo 1 (22)  Improved fatigue and quality-of-life scores. (Insufficient 
evidence) 

Low sugar/low yeast diet vs. healthy 
eating 

1 (39)  No differences. (Insufficient evidence) 

Distant healing vs. no treatment 1 (409)  No differences. (Insufficient evidence) 
Homeopathy vs. placebo 1 (89)  Improved fatigue scores for placebo. (Insufficient evidence) 
Melatonin vs. phototherapy 1 (30)  No differences. (Insufficient evidence) 
Home orthostatic training vs. sham 
home orthostatic training 

1 (36)  No differences. (Insufficient evidence) 

*Statistically significant differences between treatment and control groups. 

Fourteen trials compared counseling or behavioral therapy versus usual care, no treatment, or 
other types of counseling or behavioral therapy (Table D) in ME/CFS patients diagnosed 
primarily by the Oxford (Sharpe, 1991) or CDC (Fukuda, 1994) case definitions.68-89 Results 
were mixed for most outcomes, but when considering all studies comparing any type of 
counseling with a control, counseling improved fatigue (7 of 11 trials showed positive effect), 
measures of functioning (4 of 11 trials showed positive effect; 2 of 11 showed mixed results on 
different measures), quality of life (2 of 4 trials showed positive effect), and global improvement 
(2 of 2 trials showed positive effect). Treatment effectiveness may not be generalizable to all 
patients because no study used a case definition that selected for more disabled patients (i.e., case 
definition for ME). Harms of counseling and behavioral therapies were rarely reported by the 
studies, but when they were reported, harms were fewer with counseling compared with usual 
care, support, or adaptive pacing.  
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Table D. Trials of counseling or behavioral therapy 

Treatment  

Number of 
Trials 

(Participants) Results (Treatment Vs. Control)* 
Counseling and behavioral therapy 
vs. no treatment, support, 
relaxation, or adaptive pacing 

13 (1,648) Higher function scores; weighted mean difference, 7.73 
(95% CI, 3.58 to 11.87; 8 trials). (Low strength of evidence) 
Improved fatigue in 7 trials; no differences in 4 trials. (Low 
strength of evidence) 
Improved quality of life in 2 trials; no differences in 2 trials. 
(Low strength of evidence) 
More hours worked per week (mean 36 vs. 24; p<0.04) in 1 
trial; no differences in 1 trial. (Low strength of evidence) 
Improvement on work and social adjustment scales in 2 
trials. (Low strength of evidence) 
Better global improvement in 2 trials. (Moderate strength of 
evidence) 

Face-to-face vs. telephone 
cognitive behavioral therapy 

1 (43) Better clinical global improvement with face-to-face 
therapy; no differences in overall function. (Insufficient 
evidence) 

*Statistically significant differences between treatment and control groups. 
Abbreviation: CI = confidence interval. 

Six trials evaluated exercise therapies, including graded exercise therapy (GET), qigong, and 
home orthostatic training, compared with no treatment or several other types of therapies in 
ME/CFS patients diagnosed primarily by the Oxford (Sharpe, 1991) or CDC (Fukuda, 1994) 
case definitions (Table E).57,89-93 GET improved measures of fatigue, function, and clinical 
global impression of change compared with controls. Treatment effectiveness may not be 
generalizable to all patients because no study used a case definition that selected for more 
disabled patients (i.e., case definition for ME). Harms were not well reported, although in one 
trial patients receiving GET reported more adverse events compared with those receiving 
cognitive behavior therapy (CBT), adaptive pacing, or usual care; one trial reported more 
withdrawals of patients receiving GET, one trial had a high percentage of patients refusing repeat 
exercise testing, and several other trials reported more withdrawals of patients receiving GET, all 
compared with controls.  
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Table E. Trials of exercise therapy 

Treatment  
Number of Trials 

(Participants) Results (Treatment Vs. Control)* 
Graded exercise therapy vs. no 
treatment, flexibility/relaxation 
therapy, or adaptive pacing 

4 (619) Better overall function scores; weighted mean difference, 10.29 
(95% CI, 6.71 to 13.86; 3 trials). (Moderate strength of 
evidence) 
Decreased fatigue in 3 trials; no differences in 1 trial. (Low 
strength of evidence) 
More working 1 year after treatment (66% vs. 39%). 
(Insufficient evidence) 
Improved scores on work and social adjustment scales 
compared with adaptive pacing and no treatment. (Low 
strength of evidence) 
Better global improvement; changes in clinical global 
improvement, 1.26 (95% CI, 1.26 to 1.89; 3 trials). (Moderate 
strength of evidence) 

Qigong exercise vs. no qigong 
exercise 

1 (52)  Better physical function and fatigue scores. (Insufficient 
evidence) 

Home orthostatic training vs. sham 
home orthostatic training 

1 (36) No differences. (Insufficient evidence) 

* Statistically significant differences between treatment and control groups.  
Abbreviation: CI = confidence interval 

Four trials compared either head-to-head interventions or combinations of two interventions 
(Table F). GET and CBT had similar improvement in measures of function but mixed results on 
other outcomes.57,73,74,76,79,89 When reported, harms of CBT appear to be less than those with 
GET. GET appears to improve fatigue and function when compared with fluoxetine, which was 
found to be ineffective.  

Table F. Head-to-head and comparison trials 

Treatment  
Number of Trials 

(Participants) Results* 
Cognitive behavioral therapy vs. 
cognitive therapy vs. anaerobic 
therapy 

1 (114) Improved function with cognitive behavioral therapy or 
cognitive therapy vs. anaerobic therapy. (Insufficient evidence) 

Graded exercise therapy ± fluoxetine 
vs. fluoxetine ± placebo 

1 (136) Improved functional work capacity with exercise alone or 
combined with fluoxetine. 
Improved fatigue with exercise alone or combined with 
fluoxetine. 
(Insufficient evidence) 

Cognitive behavioral therapy vs. 
graded exercise therapy 

1 (314) No differences. (Insufficient evidence) 

Cognitive behavioral therapy + 
graded exercise therapy vs. usual 
care 

1 (115) No differences. (Insufficient evidence) 

* Statistically significant differences between treatment and control groups.  

Key Question 2c. What are the characteristics of responders and 
nonresponders to interventions? 

Four trials describe characteristics of patients more likely to respond to therapies for 
ME/CFS. Younger patients with less impairment and less focus on symptoms who are adherent 
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to therapy (e.g., readings, sleep diaries, activity goals, relaxation) are more likely to improve on 
some measures of fatigue and/or function.68,74,87,92 Avoiding overexercising and underexercising 
(i.e., staying within one’s energy envelope) was also beneficial. This represents an insufficient 
body of evidence, as the results have not been duplicated and the applicability of these results to 
other patients is not known. 

Conclusions 
Eight case definitions for ME/CFS exist, and several diagnostic methods have been studied. 

Case definitions with criteria for ME and ME/CFS that require symptoms of postexertional 
malaise, neurological impairment, and autonomic dysfunction identify patients with more 
impairment, lower functioning, and more severe symptoms than case definitions with criteria for 
CFS alone. However, none of the case definitions or other diagnostic methods have been 
adequately tested to determine how well they differentiate patients with ME/CFS from patients 
with other conditions. No studies evaluated how diagnostic tests vary by patient subgroups or 
how to rule out related conditions before making an ME/CFS diagnosis. Studies indicated that an 
ME/CFS diagnosis is associated with perceived stigma, financial instability, difficulty in social 
interactions and relationships, and a greater chance of receiving a psychiatric diagnosis. One 
study identified feelings of legitimacy upon receiving the diagnosis of ME/CFS. 

Thirty-five trials of treatments included medication, complementary and alternative medicine 
approaches, counseling or behavioral therapy, and exercise therapy. Two trials of rintatolimod 
showed improvement in some measures of performance, while one trial showed improvement in 
fatigue, activities of daily living, and reduced use of other medications for relief of ME/CFS 
symptoms. Single trials enrolling only 30 participants reported improved measures of fatigue 
with valganciclovir and improved physical health and function scores with rituximab. The 
benefits of pollen extract, homeopathy, and L-carnitine preparations remain uncertain, because 
improvement was found in some but not other measures of the same outcome. When all 
counseling and behavioral therapy trials were combined, measures of fatigue and global 
improvement were significantly improved, although results were not consistent across all trials. 
GET improved measures of function, global improvement, and to a lesser degree, fatigue. 
Although harms were not well reported across trials, GET was associated with a higher number 
of reported harms and withdrawals in some trials. For all other treatments, effects are uncertain 
because important outcomes were not measured, the study methods were inadequate, or too few 
participants were enrolled to provide useful estimates. Most treatments were evaluated in only a 
single trial and were conducted in referral settings. Participants’ baseline function and severity of 
symptoms were not usually reported, and it is not clear how well the results of the trials apply to 
clinical practice.  

Limitations  
The main limitation of this review is the lack of studies to address important questions, 

particularly regarding methods of diagnosis. Available studies generally enrolled small numbers 
of participants, and many treatment trials were too small to detect significant differences between 
groups. Most treatment trials did not describe their methods in sufficient detail to assess their 
quality. Studies used a variety of methods to measure outcomes, limiting comparisons across 
studies. While this review focused on outcomes that patients can experience, such as fatigue, a 
review of other types of outcomes such as postexertional malaise would provide additional 
evidence. 

ES-9 



Future Research 
• Consensus about which case definition is appropriate to use as the gold standard will 

further advance the study of diagnostic methods for ME/CFS. In the absence of 
consensus, future studies aimed at clarifying the diagnosis of ME/CFS should consider 
reporting how well a diagnostic test compares with more than one of the case definitions. 
A national longitudinal registry of patients with a diagnosis of ME/CFS would allow for 
comparison of diagnostic criteria between patients and clarification of diagnoses over 
time. This strategy could also identify a well-characterized population for use in both 
diagnostic and treatment trials.  

• Future studies evaluating the capability of diagnostic methods for ME/CFS should 
include a broad range of patients with conditions that require clinical distinction from 
ME/CFS, such as fibromyalgia and depression. Additionally, studies should report how 
well a particular method distinguishes ME/CFS from other conditions using standard 
performance measures, such as concordance, sensitivity, and specificity.  

Treatment trials should use consistent case definitions and outcome measures to improve 
comparisons across trials, and should refrain from using the Oxford (Sharpe, 1991) case 
definition because it is less specific for ME/CFS than the other definitions are. Definitive 
treatment trials require larger numbers of participants based on appropriate power calculations 
for primary outcomes to determine efficacy, and more rigorous adherence to methodological 
standards such as blinding of outcome assessors, intention-to-treat analysis, and strategies to 
minimize patients lost to followup. Future trials should enroll more men, more racial and ethnic 
minorities, and broader age ranges. Given the fluctuating nature of ME/CFS, followup periods 
greater than 1 year would help determine effectiveness and harms over time. The development of 
a set of core outcome measures, including patient-centered outcomes, such as quality of life, 
employment, and time spent in activity, would help guide research and facilitate future analyses. 
Trial registries and collaborations would help consolidate and standardize data. Reporting more 
information about concomitant treatments and adherence to treatment would improve the 
applicability of study findings. Similarly, stratification of results by patient characteristics, such 
as age, sex, race, and intermediate outcomes, would help determine the applicability of different 
treatments for specific patients and situations.  

Studies should report findings according to important features of ME/CFS, such as 
postexertional malaise, neurocognitive status, and autonomic function, to identify subgroups that 
may respond differently to specific treatments. Studies also need to report harms more 
completely to help identify patients negatively affected by certain treatments. Given the 
devastating impact that this condition has had on patients and families, researchers planning and 
developing trials should consider involving the patient and/or advocate voice so that future 
research is relevant and meaningful to those affected by ME/CFS. 
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Introduction 
Background 

Myalgic encephalomyelitis/chronic fatigue syndrome (ME/CFS) is a multi-system 
debilitating condition that often robs patients of independence and quality of life.1 It follows a 
relapsing and remitting course and is characterized by chronic and disabling fatigue. Various 
additional manifestations include neurological and cognitive changes, motor impairment, pain, 
sleep disturbance, and altered immune and autonomic responses.1-4 Experts consider post-
exertional malaise/neuroimmune exhaustion (PEM) and memory or concentration problems as 
key components.5-7 ME/CFS will be the topic of the National Institute of Health (NIH) 2014 
Pathways to Prevention (P2P) Workshop and this systematic review was commissioned by the 
Office of Disease Prevention (ODP), sponsored by the NIH Office of Research on Women’s 
Health and co-sponsored by the Trans-NIH ME/CFS Research Working Group, to inform the 
NIH 2014 P2P Workshop, an evidence-based methodology workshop, on the current evidence 
for diagnosing and treating the syndrome. The intent is to inform the panel of the gaps and 
limitations of current evidence in order to direct future research. This systematic review is not 
intended to form the basis for treatment guidance. 

Although reports of similar symptom clusters date back to the 1930s, the term myalgic 
encephalomyelitis (ME) was first used to describe the condition in the 1950s and was recognized 
by the World Health Organization in the 1960s.8 The term chronic fatigue syndrome (CFS) was 
coined in the 1980s after research failed to identify a clear viral association with what was 
previously labeled chronic Epstein-Barr virus syndrome.9-12 Other terms such as post viral 
fatigue syndrome and chronic fatigue immune dysfunction syndrome have been used in an 
attempt to associate the syndrome with possible underlying etiologies.2,4,9,10 The most recent 
international consensus report advocates moving away from the term CFS in favor of the term 
ME to better reflect an underlying disease process involving widespread inflammation and 
neuropathology.3,7 Some feel that the lack of specificity surrounding the name, CFS, may 
delegitimize and negatively characterize the condition, and stigmatize patients.13,14 For this 
review, we used the combined term ME/CFS, except when referring to criteria specific to one 
term or the other, and we included the populations studied under either ME or CFS. 

Uncertainty persists regarding the etiology of ME/CFS, whether it is a pathologically discrete 
syndrome, 3,7 whether ME should be considered a subset of CFS or its own distinct disease,5 or 
whether the symptom set is nonspecific and shared by other disease entities. Some suggest that 
an inciting event triggers an immune response and promotes immune and/or neuroendocrine 
dysregulation that perpetuates the body’s response and symptom experience that becomes 
ME/CFS.15,16 Viral etiologies have been predominantly studied based on the observation that the 
majority of patients report a sudden onset of symptoms associated with a preceding febrile illness 
and enlarged lymph nodes. However, no specific virus or other infectious agent has been 
identified, and not all patients experience a preceding febrile illness.15 Numerous studies have 
attempted to identify risk factors for developing ME/CFS. A systematic review in 2008 of 11 
studies assessing predictive models of multiple risk factors found no evidence of any definitive 
factors.17 For example, although some models found association with older age, women, and 
febrile viral illness, others did not.17 It is known that ME/CFS is more common among women 
with the average age of diagnosis between 30 and 40 years.18 This review is not intended to 
address the question of etiology nor underlying factors that lead to the onset or perpetuation of 
ME/CFS but rather to focus on the diagnosis and treatment of this syndrome. 
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Diagnosing a patient with ME/CFS relies on the use of a set of clinical criteria (case 
definitions) to distinguish ME/CFS from other conditions that may also present with fatigue. 
There are eight published case definitions that have evolved since the first one was published by 
the Centers for Disease Control and Prevention (CDC) in 198810 (Table 1). All but one of the 
definitions include persistent fatigue not attributable to a known underlying medical condition, as 
well as additional clinical signs and symptoms that do not all need to be present to establish the 
diagnosis.5 The case definitions overlap but vary greatly in their symptom set, leading to concern 
that they do not all represent the same disease or identify the same cohort of patients.7 The 
international ME consensus panel of experts recommends that patients meeting the International 
Consensus Criteria (ICC) be given the name ME, and that those meeting the criteria for CFS but 
not the ICC for ME be given the name CFS.7 For this report we have considered all case 
definitions, recognizing that no case definition has been accepted as a reliable reference standard 
(“gold standard”) and that unresolved issues persist.  

Table 1. Case definitions 

Symptoms 
London 

ME 
Canadian 
ME/CFS 

Revised 
Canadian 
ME/CFS 

Inter-
national 

ME 

CDC – 
CFS 

Holmes 
Oxford 

CFS 

CDC – 
CFS 

Fukuda 

CDC – 
CFS 

Reeves 

General physical X X X  X X X X 

Neurological; 
neurocognitive 

X X X X X X X X 

Post exertional 
malaise  

X X X X X  X X 

Neuroendocrine; 
immune 

 X X X X  X X 

Other system 
involvement 

   X     

Abbreviations: CDC = Centers for Disease Control and Prevention; CFS = chronic fatigue syndrome; ME = myalgic 
encephalomyelitis. 

As with other medical syndromes that involve a multitude of symptoms and lack a definitive 
diagnostic test, differentiating one disease state from another similar or overlapping condition 
becomes a challenge. Some clinicians are reluctant to diagnose ME/CFS, believing that the 
diagnosis will harm the patient or that the patient will be inappropriately labeled.19 This makes 
the prevalence of ME/CFS difficult to assess.18,20 The CDC reported a U.S prevalence rate of 0.3 
percent corresponding to over 1,000,000 adults in 1997.21 By using different case definitions, the 
rate may be as high as 2.5 percent.9,22 A recent systematic review found that when using the 
same case definition (CDC Fukuda, 1994), the prevalence was higher when determined by self 
report (3.28%; 95% confidence interval [CI], 2.24 to 4.33) compared with clinical assessment 
(0.76%; 95% CI, 0.23 to 1.29).23 The prevalence and symptom patterning of childhood ME/CFS 
is similar but is more likely to develop after an acute flu-like or mononucleosis-like illness, and 
the prognosis appears to be better.24-26 The natural history of ME/CFS in adults is not well 
studied, but symptoms and disability in adults tend to persist over time.27 Although 40 percent (8 
to 63%) of adult patients improve, only 5 percent (0 to 31%) fully recover,21 in contrast to 
childhood studies that suggest that over 50 percent of patients will recover within 6 months.25 
However, a recent review highlighted the variability in which studies defined recovery in adults, 
limiting the utility of this term as a meaningful outcome until a universal definition for recovery 
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is accepted.28 The review authors recommended using a more global assessment that captured 
fatigue, function, and perception of health.28 Regardless, economic impact is considerable with 
most adult patients never returning to work.15,29 

Currently there are no medications for the treatment of ME/CFS approved by the U.S Food 
and Drug Administration (FDA), but many have been used without review and approval (“off-
label”), and some have been obtained from other countries and are not currently approved for 
any indication in the United States (i.e., isoprinosine, rintatolimod). In an FDA survey, patients 
identified treatments that fell into two broad categories: those intended to treat the underlying 
cause of the disease and those targeting specific symptoms or perpetuating factors.30 Medications 
to treat underlying causes include immune modulators, antivirals, and antibiotics. Interventions 
targeting symptoms include medications to treat specific symptoms such as pain, fatigue, 
autonomic dysfunction, and sleep dysfunction, and nondrug therapies such as yoga, exercise 
techniques, counseling, pacing strategies, and mental exercises.30 In practice, there are wide 
variations in the clinical management of patients, and many patients receive a multifaceted 
approach to treatment.  

The variable symptomatology of ME/CFS, lack of a clearly identifiable etiology and/or 
disease process, and lack of an agreed upon reference standard for diagnostic testing have 
challenged researchers and clinicians in their attempts to better understand the condition and 
treat patients. This review summarizes the research on diagnosis and treatment of the syndrome, 
including the methods and criteria used to diagnose ME/CFS, their utility in differentiating 
patients with similar but distinct symptoms, the harms associated with carrying a diagnosis of 
ME/CFS, and the evidence on treatment effectiveness and associated harms. Although they are 
recognized as important components in advancing the research and understanding of ME/CFS, 
this review does not address theories surrounding etiology/pathophysiology nor intermediate 
outcomes of treatment, such as changes in biomarker values, as these topics will be addressed by 
other presenters at the workshop. This review identifies limitations and gaps in the current state 
of the literature and how the existing research applies to patients in order to assist the P2P panel 
in their recommendations regarding future research.  

Scope of Review and Key Questions 
The research questions were developed by the P2P Working Group, that included experts and 
a patient advocate, and they focus on diagnosis and treatment of the syndrome ME/CFS. The 
scope of the review is intended to inform the P2P panel on how multiple case definitions of 
ME/CFS have contributed to the state of the current scientific literature on diagnosis, 
treatment, and recovery; the utility of current measurement tools in identifying meaningful 
change and identifying subsets of patients; and how effective therapies might lead to a better 
understanding of the underlying pathology, which might in turn lead to the development of 
effective and safe treatments. The analytic framework (Figure 1) and Key Questions used to 
guide this review are shown below. The analytic framework shows the target populations, 
interventions, and health outcomes examined, with numbers corresponding to the Key 
Questions. 
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Figure 1. Analytic framework 
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The report focuses on the following Key Questions: 

Key Question 1. What methods are available to clinicians to diagnose 
ME/CFS, and what conditions are required to be ruled out or excluded 
before assigning a diagnosis of ME/CFS? 

Key Question 1a. What are the accuracy and concordance of methods 
used to diagnose ME/CFS?  

Key Question 1b. How does the use of these methods vary by patient 
subgroups? 

Key Question 1c. What harms are associated with diagnosing ME/CFS? 

Key Question 2. What are the (a) benefits and (b) harms of therapeutic 
interventions for patients with ME/CFS. and how do they vary by patient 
subgroups? 

Key Question 2c. What are the characteristics of responders and 
nonresponders to interventions?
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Methods 
This systematic review follows the methods of the Agency for Healthcare Research and 
Quality (AHRQ) “Methods Guide for Effectiveness and Comparative Effectiveness 
Reviews.”31  

Topic Development and Refinement  
The initial Key Questions were provided by the Trans-National Institutes of Health (NIH) 

myalgic encephalomyelitis/chronic fatigue syndrome (ME/CFS) Research Working Group and 
further developed and refined in conjunction with the NIH Pathways to Prevention (P2P) 
Working Group. AHRQ with input from a Technical Expert Panel (TEP) convened for this 
report, further developed the approach to the review. The TEP consisted of experts in ME/CFS 
spanning six disciplines and two patients, who all disclosed no conflicts of interest that precluded 
participation. The investigators with the Pacific Northwest Evidence-based Practice Center 
strove to inform themselves of the disease ME/CFS by reviewing Web sites, publications by 
advocacy groups, and viewing videos of patient experiences. A local infectious disease physician 
who has treated ME/CFS patients for almost 30 years also participated as a consultant throughout 
the topic refinement and systematic review process. Two attendees to the International 
Association for ME/CFS Biennial Conference in San Francisco (March 2014) further informed 
the team of investigators as to the current state of knowledge about the disease and assisted in 
identifying important outcomes of interest to patients and researchers.  

With input from the TEP, the NIH, and AHRQ, the final protocol was developed and posted 
on the AHRQ Web site on May 1, 2014 at: http://effectivehealthcare.ahrq.gov/index.cfm/search-
for-guides-reviews-and-reports/?productid=1906&pageaction=displayproduct. The protocol was 
also registered in the PROSPERO international database of prospectively registered systematic 
reviews.32  

Literature Search Strategy 
A research librarian conducted searches in Ovid MEDLINE (1988 to September 2014), 

PsycINFO (1988 to September 2014), the Cochrane Central Register of Controlled Trials and 
Cochrane Database of Systematic Reviews (through September 2014), and the Database of 
Abstracts of Reviews of Effects and the National Health Sciences Economic Evaluation 
Database (through the third quarter 2014). See Appendix A for the search strategies. Searches 
were supplemented with hand searches of reference lists of relevant studies. In addition, 
scientific information packets were requested from drug and device manufacturers that 
potentially had data on the use of medications or devices for myalgic encephalomyelitis (ME) or 
chronic fatigue syndrome (CFS); they had the opportunity to submit data using the portal for 
submitting scientific information packets on the Effective Health Care Program Web site. 
Seventeen submissions were received. 

Process for Study Selection 
Criteria for inclusion and exclusion of studies were developed based on the Key Questions 

and the populations, interventions, comparators, outcomes, timing, types of studies, and setting 
(PICOTS) approach (Appendix B). Papers were selected for review if they were about diagnosis 
or treatment of ME or CFS in adult populations, were relevant to a Key Question, and met the 
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prespecified inclusion criteria. Studies of nonhuman subjects and studies with no original data 
were excluded. Abstracts were reviewed by two investigators for inclusion for each Key 
Question. Full-text articles were obtained for all studies that either investigator identified as 
potentially meeting inclusion criteria. Two investigators independently reviewed all full-text 
articles for final inclusion. Inclusion was restricted to English-language articles. A list of the 
included studies appears in Appendix C; a list of excluded studies and primary reasons for 
exclusion can be found in Appendix D. Discrepancies were resolved through discussion and 
consensus, with a third investigator making the final decision if necessary. 

Population and Conditions of Interest 
For Key Question 1, studies of adults 18 years or older with a multifaceted fatiguing 
syndrome in which ME/CFS was a diagnostic consideration were included. For Key 
Question 2, we included studies of adults 18 years or older, diagnosed with ME, CFS, or both 
by fulfilling criteria from at least one of the case definitions and without another underlying 
diagnosis. Studies varied in how they described which case definition they used; for 
consistency in this report we have used the names identified in Table 1 throughout the report. 
To minimize heterogeneity in patient populations, we did not include studies in which 
patients who may have met criteria for ME/CFS were included as part of a broader grouping 
of an overlapping condition (i.e., depression, fibromyalgia). 

Interventions, Comparisons, and Study Designs 
For Key Question 1, any diagnostic test or case definition (set of clinical criteria) for 

diagnosing ME/CFS was included. Because there is no single accepted definition for ME/CFS 
and therefore no “gold standard,” any of the eight case definitions published since 1988 was 
accepted as a reference standard and compared for similarities and differences. Measures of 
diagnostic accuracy and concordance were considered. Diagnostic accuracy is a measure of how 
well the test can separate those who do and do not have the disease of interest and is measured 
by the model’s concordance statistic or c-stat. The c-stat is determined by the area under the 
receiver operator curve (AUROC) which is a measure of discrimination, the ability of a test to 
distinguish people with a condition from people without the condition, and is based on the 
sensitivity and specificity of the test.33,34 An AUROC of 1.0 indicates perfect discrimination, and 
an AUROC of 0.5 indicates complete lack of discrimination and would result from chance alone. 
Interpretation of AUROC values between 0.5 and 1.0 is somewhat arbitrary, but a value of 0.90 
to 1.0 has been classified as excellent, 0.80 to less than 0.90 as good, 0.70 to less than 0.80 as 
fair, and less than 0.70 as poor.35 Concordance refers to how well two tests agree. We excluded 
studies designed to inform etiology and studies that reported on diagnosing a specific symptom 
of ME/CFS (e.g., post-exertional malaise36) without reporting on diagnosis of ME/CFS by 
comparing with a case definition as a reference standard. In the absence of studies reporting 
accuracy/concordance measures, descriptive studies comparing diagnostic clinical criteria were 
included. For harms of diagnosis, studies that evaluated harms by surveys, qualitative interviews, 
or trials designed to identify perceptions of diagnosis or treatment for ME/CFS were included. 

For Key Question 2, we included randomized trials comparing medication management 
(immune modulators, beta blockers, antidepressants, anxiolytics, stimulants, other), 
complementary and alternative medicine (CAM) approaches (acupuncture, relaxation, 
massage, other), counseling and behavior therapy, and exercise therapies with placebo, no 
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treatment, usual care, or other active interventions, including combination therapies and 
head-to-head trials. For harms, cohort studies with control groups were also included. 

Outcomes 
For Key Question 1, outcomes of diagnostic accuracy or concordance were considered, 
including sensitivity, specificity, positive predictive value, negative predictive value, positive 
likelihood ratio, negative likelihood ratio, C-statistic, receiver operator curve (ROC) and area 
under curve (AUC), net reclassification index, concordance, and any potential benefit or 
harm from diagnosis (i.e., psychological harms, labeling, risk from diagnostic test, 
misdiagnosis). 
For Key Question 2, outcomes were included if they were patient-centered and included 
patient reported measures considered clinically relevant, such as function (e.g., 36-item Short 
Form Survey [SF-36]), quality of life, days spent at work or school, proportion working full- 
or part-time, and fatigue (Multidimensional Fatigue Inventory 20-item [MFI-20] or similar). 
Fatigue was included as it was the only symptom that was universal to all case definitions. 
Other individual symptom-based outcomes (e.g., pain, sleep, memory, PEM) and 
intermediate outcomes (e.g., biomarker values) were excluded. Harms included, but were not 
limited to withdrawals, withdrawals due to harms, and rates of harms due to interventions.  

Timing 
There was no duration or timing restriction on studies included for Key Question 1. For Key 
Question 2, only studies with a minimum duration of 12 weeks of treatment were included, 
given the fluctuating nature of the condition characterized by an intermittent pattern of 
relapse and remission.37  

Setting 
Studies for all Key Questions had to be conducted in a clinical setting or a setting that was 
generalizable to clinical practice settings. Studies conducted with inpatients or 
institutionalized individuals were excluded.  

Data Extraction and Data Management 
The following information was extracted from included studies into evidence tables: study 

design, setting, inclusion and exclusion criteria, population characteristics (including sex, age, 
race, and co-morbidities), sample size, duration of followup, attrition, intervention 
characteristics, case definition used for diagnosis, duration of illness, and results. Data extraction 
for each study was performed by two investigators: the first investigator extracted the data, and 
the second investigator independently reviewed the extracted data for accuracy and 
completeness. 

For studies of diagnostic accuracy and concordance, when reported we extracted relative 
measures of risk (relative risk [RR], odds ratio [OR], hazards ratio [HR]), sensitivity, specificity, 
ROC, and AUC).  
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Individual Study Quality Assessment 
The quality (risk of bias) of each study was assessed based on predefined criteria adapted 

from methods proposed by the U.S. Preventive Services Task Force. The criteria used are 
consistent with the approach recommended by AHRQ in the AHRQ Methods Guide.31 The term 
“quality” was used rather than the alternate term “risk of bias;” both refer to internal validity. 
Two investigators independently assessed the quality of each study. Discrepancies were resolved 
through discussion and consensus, with a third investigator making the final decision if 
necessary. 

To determine the quality of each study evaluating diagnostic tests, we used questions from 
the AHRQ “Methods Guide for Medical Test Reviews”38 and adapted them to improve their 
clinical relevance to ME/CFS. Quality was based on whether the study evaluated a representative 
spectrum of patients, including patients with overlapping conditions and those with diagnostic 
uncertainty; whether it enrolled a random or consecutive sample of patients meeting prespecified 
criteria; whether it used a credible reference standard; whether the same reference standard was 
applied to all patients; whether the reference standard was interpreted independently from the 
test under evaluation; and whether thresholds were prespecified.31,39,40 Given the lack of a 
universally accepted reference standard for ME/CFS, use of more broadly accepted research and 
clinical criteria were accepted as a comparator (CDC, Canadian, and International definitions). 
Descriptive papers that compared diagnostic criteria and reported harms were not quality rated.  

The quality of intervention trials was based on the methods used for randomization, 
allocation concealment, and blinding; the similarity of compared groups at baseline; maintenance 
of comparable groups; adequate reporting of dropouts, attrition, crossover, adherence, and 
contamination; loss to followup; the use of intent-to-treat analysis; and ascertainment of 
outcomes.31,40 

Following assessment of individual quality criteria, individual studies were rated as “good,” 
“fair,” or “poor” quality, as defined below.31,38  

Good-quality studies are considered likely to be valid. Good-quality studies clearly describe 
the population, setting, interventions, and comparison groups; use a valid method for allocation 
of patients to interventions; clearly report dropouts and have low dropout rates; use appropriate 
methods for preventing bias; assess outcomes blinded to intervention status; and appropriately 
measure outcomes and fully report results. 

Fair-quality studies have some methodological deficiencies, but no flaw or combination of 
flaws judged likely to cause major bias. The study may be missing information, making it 
difficult to assess its methods or assess limitations and potential problems. The fair-quality 
category is broad, and studies with this rating vary in their strengths and weaknesses: the results 
of some fair-quality studies are likely to be valid, while others are probably invalid. 

Poor-quality studies have significant flaws that may invalidate the results. They have a 
serious or “fatal” flaw in design, analysis, or reporting; large amounts of missing information; or 
discrepancies in reporting. The results of these studies are judged to be at least as likely to reflect 
flaws in the study design as true effects of the interventions under investigation. Poor-quality 
studies were not excluded a priori, but they were considered to be the least reliable studies when 
synthesizing the evidence, particularly when discrepancies between studies were present. For 
detailed quality assessment criteria see Appendix E. 
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Assessing Research Applicability 
Applicability is defined as the extent to which the effects observed in published studies are 

likely to reflect the expected results when a specific intervention is applied to the population of 
interest under “real-world” conditions.31 It is an indicator of the extent to which research 
included in a review might be useful for informing clinical decisions in specific situations. 
Applicability depends on the particular question and the needs of the user of the review. There is 
no generally accepted universal rating system for applicability. In addition, applicability depends 
in part on context. Therefore, a rating of applicability (such as “high” or “low”) was not assigned 
because applicability may differ based on the user of this review. Rather, factors important for 
understanding the applicability of studies were recorded, such as how similar patients were to the 
population of interest, how large the sample size was, and the characteristics of the clinical 
setting.41 The funding source for treatment trials was also recorded.  

Data Synthesis 
Results of diagnostic accuracy studies (such as creating summary AUROCs) were not 

quantitatively pooled due to differences in methods, case definitions, and heterogeneity in the 
outcomes. Instead, descriptive statistics were used, such as the median sensitivity and specificity 
at specific cutoffs and reported AUROCs, along with associated ranges, and calculated positive 
and negative likelihood ratios based on the median sensitivities and specificities. For the results 
of intervention trials, the appropriateness of meta-analysis was determined by considering the 
internal validity of the studies and the heterogeneity among studies in design, patient population, 
interventions, and outcomes. Appropriate measures were chosen based on the type of data for 
meta-analysis, according to the guidance for the Evidence-based Practice Center Program.42 
Random-effects models were used to estimate pooled effects.43 When only two studies were 
available we chose not to pool the results.43 We calculated pooled RR where the data were 
reported as proportions of dichotomous outcomes (e.g., proportion with improvement in 
intervention and control groups). For continuous outcomes, we calculated pooled weighted mean 
differences using the means and standard deviations (SDs) (e.g., mean change in function based 
on a scale). The Q statistic and the I-squared statistic (the proportion of variation in study 
estimates due to heterogeneity) were calculated to assess heterogeneity in effects between 
studies.44,45 When statistical heterogeneity was found, we explored the reasons by using 
subgroup analysis. In meta-analysis, we combined RRs and ORs for such outcomes.  

Grading the Body of Evidence for Each Key Question 
The overall strength of evidence was assessed for each Key Question and outcome in 

accordance with the AHRQ Methods Guide.31,38 Strength of evidence was based on the overall 
quality of each body of evidence, the study limitations (graded low, moderate, or high); the 
consistency of results between studies (graded consistent, inconsistent, or consistency unknown 
when only one study was available); the directness of the evidence linking the intervention and 
health outcomes (graded direct or indirect); the precision of the estimate of effect, based on the 
number and size of studies and confidence intervals (CI) for the estimates (graded precise or 
imprecise); and whether reporting bias was suspected (graded suspected or undetected). There 
was no way to formally assess for publication bias due to the small number of studies, 
methodological shortcomings, or differences across studies in designs, measured outcomes, and 
other factors. For a more detailed description of the categories used see Appendix F. Studies 
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included to answer Key Question 1 were not formally evaluated for strength of evidence, but key 
concepts of strength of evidence are discussed. 

The strength of evidence was rated for Key Question 2 using the four categories 
recommended in the AHRQ Methods Guide:31,38 A “high” grade indicates high confidence that 
the estimate of effect lies close to the true effect for this outcome. The body of evidence has few 
or no deficiencies and the findings are stable (i.e., another study would not change the 
conclusions). A “moderate” grade indicates moderate confidence that the estimate of effect lies 
close to the true effect for this outcome. The body of evidence has some deficiencies and 
findings are likely to be stable, but some doubt remains. A “low” grade indicates low confidence 
that the estimate of effect lies close to the true effect for this outcome. The body of evidence has 
major or numerous deficiencies (or both) and additional evidence is needed before concluding 
either that the findings are stable or that the estimate of effect is close to the true effect. An 
“insufficient” grade indicates inability to estimate an effect or no confidence in the estimate of 
effect for this outcome, no evidence is available or the body of evidence has unacceptable 
deficiencies, precluding reaching a conclusion. 

Peer Review and Public Commentary 
Experts in ME/CFS, individuals representing important stakeholder groups, and TEP 

members were invited to provide external peer review of this systematic review. The AHRQ 
Task Order Officer and a designated Evidence-based Practice Center Associate Editor also 
provided comments and editorial review. To obtain public comment, the draft report was posted 
on the AHRQ Web site for 4 weeks in September and October 2014. The draft report was further 
edited in response to these reviews and comments, and the specific responses were outlined in a 
table that will be made available after AHRQ posts the final systematic review on the public 
Web site. 
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Results 
Results of Literature Searches 

Results of the literature search and selection process are summarized in the literature flow 
diagram (Figure 2). Database searches resulted in 6,175 potentially relevant citations. After 
dual review of abstracts and titles, 1,069 articles were selected for full-text review. After dual 
review of full text articles, 71 studies (in 81 publications) were included. Data extraction and 
quality assessment tables for included studies by Key Question are available in Appendixes 
G and H. 

 
Figure 2. Literature flow diagram 

 
Abbreviations: CAM = complementary alternative medicine; CBT = cognitive behavioral therapy; KQ = Key Question. 
*Cochrane databases include the Cochrane Central Register of Controlled Trials, Database of Abstracts of Reviews of Effects, 
Health Technology Assessment, National Health Sciences Economic Evaluation Database, and the Cochrane Database of 
Systematic Reviews. 
†Identified from reference lists, hand searching, suggested by experts, etc. 
‡Studies that provided data and contributed to the body of evidence were considered “included.” 
§ Studies may have more than one published article, this number indicates the number of unique studies included; there were a 
total of 45 publications included. 
║Studies may have provided data for more than one treatment area  

Description of Included Studies 
Of the 71 studies included in this review, 36 observational studies addressed Key Question 1, 

pertaining to aspects of diagnosis. Most were of fair-quality, enrolled predominantly female 
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patients, had small sample sizes, and were conducted in the United States and Western Europe. 
Thirty-five randomized trials were included for Key Question 2, addressing the benefits and 
harms of interventions to treat myalgic encephalomyelitis/chronic fatigue syndrome (ME/CFS) 
(9 for medications; 7 for complementary and alternative medicine [CAM]; 14 for counseling and 
behavioral therapies; and 6 for exercise, including 4 comparing interventions). Most were of fair- 
or poor-quality, enrolled predominantly female patients from ME/CFS specialty clinics based on 
the CDC (Fukuda, 1994) or Oxford (Sharpe, 1991) case definition, had small sample sizes, and 
were conducted in the United States and Western Europe.  

Key Question 1. What methods are available to clinicians to diagnose 
ME/CFS, and what conditions are required to be ruled out or excluded 
before assigning a diagnosis of ME/CFS? 

Key Points 
• Eight different case definitions have been used to identify patients with ME/CFS; all 

include a set of clinical criteria and are applied by clinicians.  
• The Oxford (Sharpe, 1991) case definition has the least overlap with other definitions. 
• Most ME/CFS case definitions require that other conditions be excluded prior to 

assigning a diagnosis of ME/CFS; however, no studies compared strategies for ruling out 
alternative diagnoses. 

Detailed Synthesis 
Case definitions have evolved since the first set of clinical criteria were published by the 

Centers for Disease Control and Prevention (CDC) in 1988 (Table 2 below and Appendix I).10 
Despite being developed as consensus guidelines and with endorsement of national groups, none 
of these published case definitions is agreed upon as the single preferred method for 
distinguishing ME/CFS from other conditions that may also present with fatigue. The Oxford 
(Sharpe, 1991) case definition requires the presence of the smallest symptom set (new onset of 
fatigue with impairment of physical and mental function), suggesting less specificity for 
ME/CFS.46 Four definitions are labeled as myalgic encephalomyelitis (ME) or ME/CFS and all 
of these require the presence of post-exertional malaise (PEM). All case definitions address the 
diagnostic workup that is required prior to diagnosing chronic fatigue syndrome (CFS).2,3,47,48 In 
general, prior to diagnosing ME/CFS, other explanations for fatigue must to be ruled out. 
Recommendations for workup are included with the published case definitions, but no studies 
specifically evaluated diagnostic workup strategies or compared strategies for ruling out 
alternative diagnoses prior to assigning a diagnosis of ME/CFS. 

13 



Table 2. Case definitions and criteria 
   ME ± CFS   CFS   
 

Criteria 

London ME 
Dowsett, 

199447 

Canadian 
ME/CFS 

Carruthers, 
20032 

Revised 
Canadian 
ME/CFS 
Jason, 
201048 

International 
ME 

Carruthers, 
20113 

CDC  
Holmes, 
198810 

Oxford 
Sharpe, 
199146 

CDC  
Fukuda, 

19944 

CDC  
Reeves, 
2005*49 

General 
Physical 

Fatigue X ≥ 6 months ≥ 6 months  ≥6 months ≥ 6 months 
or >50% of 

time 

≥6months ≥ 6 months 

Sudden or New Onset   X†   X‡ X  X§ 
Impairment of Daily 
Function 

    ≥ 50% X   

Neurological/ 
Neurocognitive 

Muscle Weakness   X  X‡    
Muscle Pain  X  X‖ X‡  X§ X§ 
PEM X X X X X‡  X§ X§ 
New Headaches  X   X‡  X§ X§ 
Arthralgias (migratory)  X X X‖ X‡  X§ X§ 
Sleep Disturbances X¶ X X X‖ X‡  X§ X§ 
Neurological or 
Neuropsychiatric 
complaints 

X¶ X**  X‖ X‡    

Memory or Cognitive 
Impairment 

X¶ X** X†† X‖  X X§  

 Dysequilibrium X        
Temperature 
Dysregulation 

   X‡‡     

Neuroendocrine/ 
Immune 

Autonomic Dysfunction  X§§ X§§      
Fever or Chills     X‡    
Sore Throat     X‡  X§ X§ 
Lymph Node Pain     X‡  X§ X§ 
Neuroendocrine 
Dysfunction 

 X§§ X§§ X‖‖     

Immune Manifestations  X§§ X§§      

Other System 
Involvement 

Cardiovascular 
Impairment 

   X‡‡     

Pulmonary Impairment    X‡‡     
Gastrointestinal 
Impairment 

   X‖‖     

Genitourinary 
Impairment 

   X‖‖     

Abbreviations: CDC=Centers for Disease Control and Prevention; CFS= chronic fatigue syndrome; ME= myalgic encephalomyelitis; PEM=post-exertional malaise. 
* Defined functional impairment by 36-item Short Form Survey scores, fatigue by Multidimensional Fatigue Inventory, and symptoms by Symptom Inventory Case Definition subscale; †Onset may be 
gradual; ‡8 of 11 minor symptoms; § ≥ 4 symptoms present concurrently for ≥6 months; ‖ ≥1 from 3 of the 4 symptom categories (neurocognitive, pain, sleep, neurosensory/motor); ¶≥1 of 3 symptoms; 
**≥2 neurological/cognitive manifestations; ††≥2 cognitive manifestations; ‡‡≥1 energy production/transportation impairment (cardiovascular, pulmonary, thermostatic, temperature); §§≥1 symptoms 
from 2 of the categories of autonomic, neuroendocrine and immune manifestations; ‖‖≥1 symptoms for ≥3 categories of immune, gastrointestinal and genitourinary impairments  
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Key Question 1a. What are the accuracy and concordance of methods 
used to diagnose ME/CFS? 

Key Points 
• Diagnostic studies of ME/CFS are limited by the lack of an accepted reference standard 

(case definition) or an agreed upon set of clinical criteria.  
• Concordance was assessed in seven studies reporting variations in symptom prevalence 

in populations that are defined by different case definitions. Three studies evaluated case 
definitions by comparing ME/CFS patients with other populations. 

• Patients identified by clinical criteria labeled as ME or ME/CFS had more severe 
symptoms or more functional impairment than those identified by clinical criteria labeled 
as CFS. Patients with ME or ME/CFS had more severe symptoms than healthy control 
patients and some groups of patients with other chronic diseases.  

• Accuracy, sensitivity, and specificity of clinical criteria for the diagnosis of ME/CFS 
were assessed in 11 studies; none provided evidence that a single set of clinical criteria is 
better than other criteria at differentiating ME/CFS from other conditions that may also 
present with fatigue however the Oxford (Sharpe, 1991) case definition has not been 
formally compared with other case definitions nor evaluated for diagnostic accuracy or 
concordance. 

• Three studies, one good- and two fair-quality, found that computerized modeling can 
have good sensitivity and specificity for identification of patients who meet one of the 
ME/CFS case definitions when compared with healthy controls. These have not been 
tested in a clinical setting or in patients with diagnostic uncertainty. 

Detailed Synthesis 
Evaluation of accuracy of a diagnostic test generally requires an accepted diagnostic 

reference standard (“gold standard”). Diagnostic studies of ME/CFS are limited by the lack of a 
single accepted reference standard. The use of clinical criteria is the accepted approach to 
diagnosis, however as noted above in Table 1 there are multiple case definitions in use. This is 
an ongoing challenge in terms of evaluating diagnostic tests because studies have used various 
case definitions as the reference standard against which they measure the utility of a diagnostic 
test. We evaluated whether these case definitions identify similar or different groups of people; 
our findings are discussed below.  

Studies Comparing Case Definitions for ME/CFS  
Eight studies evaluated the concordance of different diagnostic criteria (Table G1 of 

Appendix G).5,9,50-55 One study considered the comparison based on age variance and will be 
discussed under Key Question 1b.53 These studies examined patients who met the clinical criteria 
for various case definitions and reported on differences in symptom prevalence between patient 
populations. These were primarily observational cohort studies and descriptive studies, therefore 
not amenable to quality rating. Differences reported here are those that were statistically 
significant between groups (see Table G1 for a complete report). 

Studies consistently demonstrate that symptom reporting varies between populations defined 
by different clinical criteria. In general, populations defined by ME or ME/CFS criteria were 
more symptomatic and impaired than those defined by CFS criteria.5,9,50-56  
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Sore throat and lymph node pain were more common in 14 subjects who met the Holmes, 
1988 CDC criteria compared with those meeting the Fukuda, 1994 CDC criteria (n=18) and with 
fatigued patients due to psychiatric illness (n=33).50 This study also compared the 36-item Short 
Form Survey (SF-36) measurements among these groups and found no consistent differences in 
terms of bodily pain, general health, physical health composite score, mental health composite 
score, and self-reported degree of impairment (see Table G1 for details). A similar study 
compared symptom prevalence for CFS identified by CDC (Fukuda, 1994) criteria with ME/CFS 
identified by Canadian (Carruthers, 2003) criteria using data from three populations and 
comparing scores on the DePaul Symptom Questionnaire and the SF-36.5 The SF-36 scores 
indicated significantly less impairment for the CFS group compared with the ME/CFS group in 
all three populations on the subscales of physical functioning and bodily pain. Symptom 
reporting indicated less impairment in the CFS group compared with the ME/CFS group in the 
majority of PEM, pain, autonomic, and immune symptom subcategories. Responses to other 
symptom subcategories were less consistent across the populations: 4 of 13 neurocognitive 
symptoms were significantly lower in the CFS group compared with the ME/CFS group for all 
three populations, and the other seven neurocognitive symptoms were significantly lower in the 
CFS group compared with the ME/CFS group in just two of the populations (DePaul sample and 
BioBank). Likewise, only one of six sleep symptoms was lower for CFS compared with ME/CFS 
in all three populations, whereas three of six sleep symptoms were lower in two of the 
populations. This may reflect differences in the populations—the DePaul and BioBank 
demonstrated more consistent differences in symptoms for CFS compared with ME/CFS, 
whereas the Newcastle sample (those referred by primary care for suspected CFS) did not 
demonstrate as many differences between those who were identified as having CFS by the CDC 
(Fukuda, 1994) criteria and those identified as having ME/CFS by the Canadian (Carruthers, 
2003) criteria.5 

SF-36 and symptom scales were compared among 74 patients who had been labeled as CFS 
defined by CDC (Fukuda, 1994) criteria with 39 patients labeled as ME defined by the 
international consensus criteria (Carruthers, 2011).51 In this study, SF-36 subscale scores 
indicated less impairment among the CFS group versus the ME group on the physical 
functioning, bodily pain, vitality, and social functioning subscales. Symptom ratings also 
indicated less impairment among the CFS group compared with the ME group for PEM, 
neurological, and pain symptoms. 

Using a similar population, another study compared the Canadian (Carruthers, 2003) criteria 
with the CDC (Fukuda, 1994) criteria and an ME definition created from multiple sources, based 
on the cardinal features of ME (acute onset plus PEM, neurological manifestations, and 
autonomic manifestations).9 Of the 114 people who met the CDC (Fukuda, 1994) criteria, 56 
were also classified as ME/CFS and 27 as ME. There were significant differences among these 
groups in multiple symptoms; symptom reporting was lower for the group who met CDC 
(Fukuda, 1994) criteria (but not ME) versus those who met the ME/CFS Canadian (Carruthers, 
2011) criteria, and lower for those who met the CDC (Fukuda, 1994) criteria (but not the 
ME/CFS criteria) versus those who met the ME criteria (defined in this study and based on prior 
definitions and cardinal features). The ME/CFS group had higher psychiatric comorbidity rates 
compared with the CFS group. Objective measures of heart rate, cognitive function (trail making 
tests), and the Kroenke 13 symptom inventory were also compared across groups, demonstrating 
that ME and ME/CFS groups had higher heart rates lying down and 2 and 10 minutes after 
standing compared with the CFS-only group, longer times on the trail making tests, and higher 
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scores on the Kroenke symptom and psychiatry comorbidity scale. These findings were 
consistent with those of two other studies.54,55 

Another study compared 41 patients meeting CDC (Fukuda, 1994) criteria with 26 patients 
meeting London ME (Dowsett, 1994) criteria using the SF-36, Multidimensional Fatigue 
Inventory 20-item (MFI-20), Karnofsky Performance Scale (KPS), and exercise testing. CFS 
patients had lower functioning than ME patients on the role-emotional and mental health 
subscales of the SF-36 (other subscales of the SF-36 were not significantly different between the 
two groups). The general fatigue score of the MFI-20 was significantly higher for CFS versus 
ME but the other four components of the MFI-20 were not different. There were no meaningful 
differences in treadmill exercise test variables for ME subjects versus CFS (5 of the 7 variables 
were not significant); age predicted hazard ratio (HR) and oxygen consumption (VO2) were both 
higher for the ME group compared with the CFS group (p=0.049).52  

In summary, most studies that compared patients meeting case definitions of ME or ME/CFS 
with patients meeting case definitions of CFS showed that patients diagnosed using an ME or 
ME/CFS case definition reported worse symptoms and had more impairment in physical and 
cognitive domains than patients being diagnosed using the CFS case definition. One study 
comparing patients diagnosed with the London ME (Dowsett, 1994) criteria with the CDC 
(Fukuda, 1994) criteria found few differences between the two groups; but where there were 
differences, the CFS patients had worse symptoms than ME patients. Both studies comparing 
ME with CFS or ME/CFS are small. In the larger studies that compare ME/CFS with CFS there 
seems to be a consistent finding of more significant differences, favoring the theory that 
ME/CFS and CFS identify different populations. It may be that the CFS criteria capture a 
broader population (such that ME and ME/CFS are subsets of CFS), or that ME and ME/CFS 
identify separate groups entirely.  

Studies Comparing Symptoms Among ME/CFS and Non-ME/CFS 
Populations 

Three studies compared symptoms of CFS patients diagnosed with the CDC (Fukuda, 1994) 
criteria with other groups of patients: controls that were healthy and nonfatigued, controls that 
were fatigued but did not meet CFS criteria, and controls with fatigue and another chronic illness 
(Table G1).57-59 Although not technically measuring concordance between case definitions, these 
studies identified scales that distinguished patients meeting criteria for one of the case definitions 
versus those who did not meet criteria for that case definition. These studies demonstrated 
significant differences in reported symptoms between patient groups. Differences were measured 
by the Fatigue Impact Scale (FIS), Chalder Fatigue Scale, Hospital Anxiety and Depression 
Scale depression subscale (HADS-D), and certain SF-36 subscales or combinations of SF-36 
variables with the Zung Self-Rating Depression Scale. These scales may help to identify CFS 
patients, but they will need to be evaluated in a broad spectrum of patients with diagnostic 
uncertainty to determine their ability to differentiate between conditions and/or identify clinical 
subgroups of patients57-59 (see Appendix J for more details). 

Variables from the SF-36 and Zung Self-Rating Depression Scale were used to distinguish 
between 51 women with CFS, 55 with idiopathic chronic fatigue (defined as chronic fatigue not 
meeting criteria for CFS), and 53 nonfatigued controls matched to the CFS subjects.57 In this 
study, computer modeling using latent class analysis was able to empirically derive a solution 
that was comparable with the established case definition. Thus, the computer modeling validated 
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the ability of the CDC (Fukuda, 1994) criteria to differentiate a group of CFS patients from a 
group of non-CFS patients. 

Differences were found in symptom reporting in a study comparing 19 consecutive patients 
presenting to an academic medical center’s chronic fatigue clinic who met CDC (Fukuda, 1994) 
criteria with 31 subjects with rheumatoid arthritis (RA).58 General Health Questionnaire scores 
were highest for the CFS group and lowest for the RA group; the SF-36 role function scores 
indicated lowest impairment in the RA group and highest in the CFS group; SF-36 mental 
function was best in the RA group and lowest in the CFS group; SF-36 health perception was 
highest in the RA group and lowest in the CFS group; no differences in the other SF-36 
subscales or in the Modified Symptoms Perception Questionnaire or the Pennebaker Inventory of 
Limbic Languidness.58 

Functional status and well-being were evaluated in 223 patients who met criteria for CFS 
using the CDC (Holmes, 1988) criteria with both a population-based control sample and a group 
with various chronic diseases using the SF-36.59 CFS patients had lower functioning than the 
general population on all SF-36 subscales, and lower functioning than almost all disease groups 
on most subscales: the exceptions were that the CFS group did not differ from the group of 25 
multiple sclerosis patients in terms of physical functioning, vitality, and role-emotional, nor did 
the CFS group differ from the congestive heart failure group on the role-emotional subscale.  

Based on these three studies, symptom reporting varies between CFS patients and other 
populations but the utility of these symptom-based scales in differentiating patients with 
diagnostic uncertainty remains inconclusive. 

Accuracy of Measures Used To Diagnose ME/CFS as Defined by Any of the 
CFS Case Definitions 

Eleven cross-sectional and longitudinal studies with comparison groups evaluated methods 
currently used to diagnose ME/CFS. Two studies evaluated how well symptom scales could 
predict a subset of patients who fail to recover from cardiopulmonary exercise testing (CPET) 
and will be discussed under Key Question 1b.60,61 All of these studies provided data on 
discriminative value (receiver operating curve [ROC], area under the curve [AUC]), 
sensitivity/specificity, or concordance of diagnoses (Table G2).56,60-69 One study was good-
quality,63 seven fair-quality,56,60,61,64-69 and one poor-quality62 (Table H1 of Appendix H). The 
studies were conducted in the United States56,60,61,65 and western Europe,62-64,66-68 were generally 
small (range: 25 to 798 participants, with only two studies enrolling >200 participants) and 
predominately enrolled women (43 to 100% female when reported). Several studies used the 
same or very similar study populations to report on different outcomes, recruiting from CFS self-
help groups,66-68 or a community sample outside Chicago.56,65  

Overall the identified studies lacked robustness needed for rigorous evaluation of diagnostic 
tests for ME/CFS. Major limitations of these studies include: enrolling fewer than 50 total 
subjects,60-62,66-68 recruitment from specialty clinics,60,61,63 lack of clear blinding to the reference 
standard result,56,60-68 and comparing cases with either healthy or nonfatigued controls. The use 
of healthy controls and the case-control design are problematic for diagnostic test studies; 
ideally, a diagnostic test is able to differentiate patients with the disease from those without in a 
population of patients with diagnostic uncertainty. Thus, a robust evaluation of a diagnostic test 
requires a broad spectrum of patients and includes patients who would be reasonable candidates 
for the test—in this case, patients presenting with fatigue and other symptoms that suggest a 
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diagnosis of ME/CFS. Only one study used a population with overlapping symptoms and tested a 
strategy for diagnosis in both a derivation and a validation cohort.63  

Biomarkers as Diagnostic Tests 
Four studies evaluated the ability of serum parameters to identify CFS (using the CDC 

[Fukuda, 1994] and Oxford [Sharpe, 1991] criteria) versus healthy controls, and reported on the 
AUC for the ROC curve for these measures. The tests included hypothalamic-pituitary axis 
testing (cortisol response to dexamethasone suppression test),67 insulin tolerance testing and 
adrenocorticotropic hormone (ACTH), plasma and salivary cortisol responses to insulin 
injection,66 pro-inflammatory cytokine response to standardized psychological stress,68 and 
RNase L-isoforms.62 All of the biomarker studies were small (sample size range: 25 to 42). 62,66-

68 Three were fair-quality and utilized the same CFS self-help group population in Germany, and 
one was poor-quality.  

Three of the biomarker studies from the same group of investigators66-68 found that 
biochemical responses to stimuli were abnormal in the ME/CFS group compared with healthy 
controls. The morning plasma and salivary cortisol responses to low-dose overnight 
dexamethasone suppression testing were significantly lower in the ME/CFS group versus 
controls (F=12.16, p=0.003 for morning cortisol and F=11.51, p=0.001 for salivary free cortisol); 
this finding was consistent when comparing the logAUC (total) between groups.67 The AUC of 
ACTH response to insulin tolerance testing was significantly associated with reported duration of 
symptoms (F=4.92, p=0.03), but there were no differences between ME/CFS patients and 
controls for plasma total and salivary free cortisol (F=0.73, p=0.4; F=2.12, p=0.15).66 Response 
to stress was tested using the Trier Social Stress Test (TSST), a standardized psychological stress 
test, and found an inverted pro-inflammatory cytokine response for ME/CFS subjects compared 
with controls; ME/CFS subjects’ levels of IL-6 and TNF-α decreased at 10 minutes and returned 
to normal by 60 minutes, whereas the IL-6 and TNF-α levels for controls increased at 10 minutes 
and returned to normal at 60 minutes (IL-6 F=3.93, p=0.03; TNF-α F=4.64, p=0.02).68 ACTH 
response also varied between the groups, but cortisol did not (AUC for ACTH response curve 
F=6.34, p=0.02; AUC for plasma cortisol F=0.1, p=0.91; AUC for salivary cortisol F=1.03, 
p=0.32).68 These three studies recruited from a CFS self-help group population in Germany and 
utilized essentially the same patients for all three studies. Although the CFS diagnosis was 
confirmed subsequently by physician examination or interview, the recruitment process of these 
studies has potential to provide a limited spectrum of patients with CFS. In addition, because 
they utilize the same population, these three studies are not independent of each other.66-68 

The fourth of these biochemical studies evaluated the sensitivity and specificity of RNase L 
levels in peripheral blood mononuclear cells for discrimination of ME/CFS subjects from 
controls. The ratio of RNase L isoforms at a cutoff of 0.4 had a sensitivity of 0.91 and specificity 
of 0.71; other thresholds resulted in lower sensitivity and specificity.62 Although these tests were 
able to distinguish between healthy controls, their usefulness remains uncertain without testing in 
a broader spectrum of patients including those with overlapping features. 

Self-Reported Symptom Scales as Diagnostic Tests 
Three studies created new assessment tools.63,64,69 One good-quality study evaluated an 

appropriately broad spectrum of subjects, including 41 with systemic lupus erythematosis, 58 
with fibromyalgia, and 99 with CFS as defined by Oxford (Sharpe, 1991) criteria; subjects were 
randomly assigned to either a derivation or validation cohort.63 A new tool was developed by 
administering prospectively defined criteria via questionnaire; each symptom was assessed for 
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sensitivity and specificity and the symptoms with the best sensitivity and specificity were elected 
to contribute to the new criteria. Four methods for classification of ME/CFS were tested using 
the derivation cohort, and for each algorithm sensitivity, specificity, and accuracy were 
determined using the validation cohort. One of the four strategies that included 24 symptoms, the 
artificial neural network, had the best results (sensitivity 0.95; specificity 0.85 and accuracy 
0.90).63 One other large (n=368 CFS patients diagnosed by a combination of methods including 
physician interview about the confidence of their diagnosis and 430 controls) fair-quality study 
tested the Schedule of Fatigue and Anergia for CFS scale in ME/CFS patients and healthy 
controls using latent class analysis; this study demonstrated good sensitivity (0.81) and 
specificity (0.98).64 A third fair-quality large (n=691) study used K-means clustering to identify 
the most predictive symptoms from the DePaul Symptom Questionnaire (DSQ), define 
thresholds for symptoms, and then calculate sensitivity, specificity, and accuracy for each 
symptom comparing three definitions of CFS: CDC-CFS (Fukuda, 1991), Canadian, ME/CFS 
(Carruthers, 2003), and International-ME (Carruthers, 2011). The study authors concluded that 
the DSQ can provide an accurate basis for diagnosing CFS as compared with these three case 
definitions and that some high yield symptoms may enhance the predictive capacity of CFS, 
specifically symptoms that reflect fatigue, general pain, PEM, sleep dysfunction, and 
neurocognitive issues.69 These findings have not been replicated in other populations. 

Three small, fair-quality studies that reported on cortisol testing also reported the AUC 
values for the MFI-20, Hospital Anxiety and Depression Scale (HADS), the Symptom Checklist 
90, Revised (SCL-90-R), and the Sickness Impact Profile 8-item (SIP-8), using essentially the 
same patient population; these studies found that all measures were significantly different 
between CFS cases (CDC (Fukuda, 1994) and Oxford (Sharpe, 1991)) and healthy controls (no 
medications, no current/lifetime psychiatric symptoms or disorders).66-68 While AUCs were 
different, these studies do not further the diagnostic strategy for ME/CFS because of their 
methodological limitations: small sample size, case-control design, unclear recruitment methods, 
and unclear reporting of attrition and blinding (Table H1). These results show that patients with 
ME/CFS have more depression, anxiety, and decreased functionality in several other domains; 
but because the comparison population consisted of healthy controls there is no evidence that 
these tests could adequately distinguish a ME/CFS population from another population of 
depressed, anxious, or medically ill patients. Overall, it is unclear whether these measures could 
diagnose ME/CFS if used by themselves (in the absence of the clinical criteria), because alone 
these measures do not satisfy the multiple symptom domains that currently comprise the 
syndrome of ME/CFS. 

Two studies evaluated the ability of existing symptom scales to identify ME/CFS patients or 
to correlate with specific aspects of the diagnostic criteria such as disability or fatigue, in hopes 
of providing a more standard assessment tool for use in diagnosing ME/CFS. A fair-quality small 
study (24 ME/CFS patients and 84 healthy controls) evaluated the SF-36, the CDC Symptom 
Inventory, and the MFI-20 for identifying ME/CFS subjects who met the disability criterion for 
the CDC (Reeves, 2005) criteria.49 The MFI-20 had reasonable sensitivity (0.95) for the criteria 
but poor specificity (0.27); none of the AUCs for the MFI-20 were above 0.90.56 In this study, 
the CDC Symptoms Inventory had poor sensitivity and specificity, as did the SF-36 subscales of 
physical functioning, role physical, social functioning, and role-emotional (none with AUC, 
sensitivity, or specificity above 0.90).56  

In a subsequent paper, also fair-quality, the SF-36 was further evaluated using two different 
ME/CFS populations: 32 CFS patients recruited from the community and 114 CFS patients 
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recruited from tertiary care defined by CDC (Fukuda, 1994) criteria, as well as 47 nonfatigued 
controls. Similar to the previous findings, none of the AUCs for the community-based CFS 
patients were above 0.90, whereas three AUCs for subscales of the SF-36 in the tertiary care CFS 
population were close to or above 0.90 (vitality, role-physical, and general health all had AUC of 
0.91; social functioning had AUC of 0.87). Additional analysis focused on vitality, role-physical, 
and social functioning to determine cutoffs and assess whether the use of combinations of scales 
could identify ME/CFS subjects in both the community and the tertiary care samples as 
distinguished from healthy controls. The study authors determined that meeting the cutoffs for 
two or more of these three subscales could be used to designate substantial reductions in function 
and to potentially distinguish those with ME/CFS from those without ME/CFS. For the 
community-based ME/CFS sample, sensitivity was 0.93 and specificity was 0.75; for the tertiary 
care sample, sensitivity was 0.96 and specificity was 0.75.65 These researchers also used the 
MFI-20, the CDC Symptom Inventory, and the SF-36 to assess the sensitivity and specificity of 
the CDC-CFS (Reeves, 2005) criteria for identifying CFS in the community population 
compared with healthy controls; the AUC for Reeves criteria was 0.70 (sensitivity 0.65; 
specificity 0.76).65 These studies do not appear to contribute to operationalizing the ME/CFS 
criteria given the inconsistencies in the results. The subscales of the SF-36 show promising 
results in a tertiary care, recruited population (the SF-36 scores for vitality, role-physical, and 
general health were above 0.90);56 however, this was not true for the community-recruited 
ME/CFS patients. 

Key Question 1b. How does the use of these methods vary by patient 
subgroups?  

Key Points 
• One study reported that older patients were more impaired, but it did not consider how 

symptom evaluation might vary with age.  
• Two studies found that CPETs were different between ME/CFS patients and healthy 

controls, and that certain subscales of the SF-36 were associated with slow recovery after 
exercise. No studies evaluated differences in the performance of case definitions among 
patients with specific symptom sets (autonomic/neuroendocrine, 
neurological/neurocognitive, or presumed infectious etiologies). 

Detailed Synthesis 
Three studies evaluated potential diagnostic tests in subgroups of ME/CFS patients.53,60,61 

Using a unique approach, one study evaluated whether symptoms vary for younger versus older 
CFS patients. They studied 50 CFS patients, diagnosed using the CDC (Fukuda, 1994) criteria, 
matching 25 older subjects (>50 years) by sex and duration of CFS diagnosis with 25 subjects 
aged 16 to 29 years.53 Older CFS patients were more impaired, having higher FIS scores, higher 
Chalder Fatigue scores, higher HADS-D scores, lower functioning by SF-36, and lower self-
efficacy. The two groups did not differ on the Cognitive Failures Questionnaire, HADS total, 
HADS anxiety subscale (HADS-A), pain rating, Epworth Sleepiness Scale, and Orthostatic 
Grading Scale. Several autonomic and hemodynamic measures differed between older and 
younger CFS patients: older patients had lower resting heart rates, higher left ventricular ejection 
time, lower baroreflex sensitivity (ability to maintain blood pressure) than younger patients, but 

21 



there were no differences in systolic, diastolic, or mean blood pressure, total heart rate variability 
during a supine 10 minute rest, baroreflex effective index, and systolic blood pressure with active 
stand.  

Diagnostic tests to predict recovery from exercise testing were evaluated in two fair-quality 
studies of the same population.60,61 The first of these studies demonstrated that CPET capacity 
was significantly different between CFS patients defined by CDC (Fukuda, 1994) criteria and 
nondisabled sedentary controls. SF-36 and MFI-20 were then tested to determine whether these 
two scales could distinguish those who would fail to recover from testing within 1 day. The AUC 
analysis demonstrated that SF-36 subscales of physical function, role-physical, bodily pain, 
general health, vitality, and social functioning were significant for failure to recover at 1 day; and 
the subscales role-emotional, vitality, and bodily pain were significant for failure to recover at 1 
week.60 A separate study evaluated whether individual symptoms could identify CFS patients 
defined by CDC (Fukuda, 1994) criteria versus controls and found that the symptoms of fatigue, 
neuroendocrine dysfunction, immune dysfunction, pain, and sleep disturbance all had significant 
AUC, whereas muscle stiffness, autonomic, and “other” symptoms were not significant.61 These 
studies are limited by small size and case-control design and preclude any valid conclusion about 
the utility of SF-36 or MFI-20 for prediction of failure to recover at 1 day or 1 week.  

Key Question 1c. What harms are associated with diagnosing ME/CFS? 

Key Points 
• Fourteen studies evaluated consequences of the diagnostic process or diagnosis of 

ME/CFS. 
• Five studies found that patients with ME/CFS feel stigmatized by their diagnosis in terms 

of financial stability, work opportunities, perceived judgments on their character, social 
isolation, and interactions with the health care system.  

• Prejudice and stereotypes within the medical profession were identified in two studies; 
medical trainees and mental health practitioners make judgments about a patient’s 
condition based on the name it carries (ME, CFS, or other) and what treatment is being 
given. 

• One study described patients’ fear, anxiety, confusion, self-doubt, and bitterness when 
they lacked a diagnosis for their problems, as well as their feelings of both social and 
medical legitimacy upon obtaining a diagnosis.  

• Six studies describe a substantial burden of misdiagnosis among the CFS population. 

Detailed Synthesis 
Consequences of the diagnostic process or the diagnosis of ME/CFS were evaluated in 14 

studies that used primarily descriptive methods not amenable to quality rating (Table G3).14,21,70-

81 Studies used a variety of methods to assess patients’ experiences and understanding of their 
disease including qualitative interviews, surveys, and an internet discussion group. Verification 
of registry referral criteria, review of specialty clinic referral rejections by chart review, and 
interviews of providers were used to assess misdiagnosis and provider perceptions of diagnosis. 
One study performed thorough psychiatric evaluation to identify the frequency of missed 
psychiatric disease in CFS.73 Two studies randomized participants to various disease names but 
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with identical case descriptions in order to test the effect of the disease name on perceptions by 
medical trainees and undergraduate students.14,70  

The five studies that used either survey or interview methods to assess harms found that 
ME/CFS patients experience social stigma as a result of their disease. These include decrease in 
financial stability (lower standard of living in 92 of 207 patients, new job that required fewer 
skills or pay cut in 30 to 35 of 207 patients), decrease in social life (174 of 207 patients) and loss 
of friends, (79 of 207 patients) feeling estranged (42 of 45 patients), decrease in recreational 
activities (186 of 207 patients), feeling like they needed to conceal their symptoms (17 of 44 
patients), delegitimization (10 of 14 patients) and difficult interactions with the medical 
profession (stereotypes perpetuated and doctors having decided before meeting them that they 
had a psychological diagnosis), and feeling like their moral character was questioned.71,72,74-76 A 
separate study described patients’ fear, anxiety, confusion, self-doubt, and bitterness when they 
lacked a diagnosis for their problems, as well as their feelings of both social and medical 
legitimacy upon obtaining a diagnosis.81 In this study, 45 of 50 people interviewed reported that 
diagnosis was the single most helpful event in the course of their illness.  

Two publications describe a study of undergraduate students (n=105) and medical trainees 
(n=141) who were randomized to being told that the diagnosis for a patient case presentation 
(identical among all groups) was either CFS, ME, or Florence Nightingale Disease.14,70 Medical 
trainees’ perceptions of diagnostic accuracy, physiological etiology, and prognosis varied 
between groups; CFS label was considered most accurate, while the ME label carried worse 
prognosis. Mental health practitioners were randomized to being told that an identical CFS 
patient was getting one of three treatments. The assigned treatment appeared to influence 
subsequent attributions of the patient’s disease. Specifically, practitioners who were told that the 
patient was getting an intravenous immune modulator as the treatment were more likely to think 
that the patient was correctly diagnosed as having CFS and was more disabled (p<0.05 for 
both).70 

Attempting to understand the possible benefits conferred by a diagnosis, one group surveyed 
20 general practitioners and 50 patients with CFS. Providers reported feeling reluctant to 
diagnosis CFS because of uncertainty about the impact of a diagnosis on the patient, complexity 
of offering care, and concern that the diagnosis might become a self-fulfilling prophecy. 
Meanwhile, patients described fear, anxiety, confusion, self-doubt, and bitterness when they 
lacked a diagnosis for their problems, followed by a feeling of both social and medical 
legitimacy upon obtaining a diagnosis. While it did not diminish the severity of symptoms, 
getting a diagnosis seemed to positively influence the way the patients managed their 
symptoms.81 

Missed diagnoses, whether exclusionary or concomitant (such as psychiatric), are common 
among patients being evaluated for ME/CFS. A prospective evaluation of the frequency of 
misdiagnosis in patients with CFS studied 68 patients who met the Oxford (Sharpe, 1991) 
criteria. Patients participated in a standardized structured interviews with a consultant 
psychiatrist, and a full medical, psychiatric, family, and personal history was obtained. Of 68 
patients evaluated, 31 (46%) reported having been given a psychiatric diagnosis (2 out of 3 of 
them had been incorrectly diagnosed).73 Specifically, 21 patients had been given a psychiatric 
diagnosis when one did not exist, and 13 patients who had never been given a psychiatric 
diagnosis actually had a treatable psychiatric condition in addition to CFS.73  

Likewise, a case series of 135 patients who were enrolled in the PACE trial using the Oxford 
(Sharpe, 1991) criteria, reported that 76 patients (56%) had psychiatric co-morbidity.79 Indeed, 
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the prevalence of alternate diagnoses in people for whom a diagnosis of CFS is being considered 
has been well-described. Among those with a preliminary diagnosis of CFS, over half had at 
least one exclusionary diagnosis.21,77 Among patients referred to the Newcastle CFS Clinical 
Service and meeting CDC (Fukuda, 1994) criteria, three clinical phenotypes emerged: 3 percent 
had positional orthostatic tachycardia syndrome (POTS), 3 percent had a CFS/fibromyalgia 
overlap phenotype, and 20 percent had symptoms precipitated by a viral/bacterial infection. In 
this study, those who were referred but did not meet the CDC (Fukuda, 1994) criteria had the 
following alternative diagnoses: chronic disease (47%), sleep disorders (20%), psychological 
disorders (15%), idiopathic disorders (13%), cardiovascular disorders (4%), and other disorders 
(1%).80 Of 418 referrals to a specialty CFS clinic in London, 52 (26%) had a likely alternative 
psychiatric diagnosis and 67 (35%) had a likely alternative medical diagnosis.78 

Key Question 2. What are the (a) benefits and (b) harms of therapeutic 
interventions for patients with ME/CFS, and how do they vary by patient 
subgroups? 

Key Points 
• Thirty-five trials provided evidence of benefits and harms of treatment; all were 

small, most had methods rated as poor- or fair-quality, and comparisons across trials 
were limited by dissimilar outcome measures. 

Medications 
• Nine trials met inclusion criteria for medical treatment of ME/CFS, although none of 

the medications have been approved by the U.S. Food and Drug Administration 
(FDA) for this indication. 

• Two fair-quality trials of rintatolimod, an immune modulator not currently approved 
for use in the United States, enrolled severely debilitated participants and found 
improvement in measures of exercise performance (low strength evidence). 
Improvement in other measures of function and reduction of use in other medications 
for relief of CFS symptoms was also found in one of the studies, but evidence was 
insufficient to draw conclusions. 

• A small fair-quality trial of valganciclovir enrolled patients with suspected viral onset 
of ME/CFS and elevated antibody titers and reported improved fatigue compared 
with placebo based on one scale, no differences for other outcome measures, this 
study will need to be replicated to provide adequate proof of efficacy. 

• Small single trials of isoprinosine, hydrocortisone, immunoglobulin G, and fluoxetine 
did not show significant improvement compared with placebo. Differences were also 
not found in a larger dose-ranging trial of galantamine. These studies provided 
insufficient evidence of treatment effects. 

• Additional trials with durations less than 12 weeks indicated no differences with 
placebo for acyclovir, and improved scores for physical health and function with 
rituximab, although both studies enrolled 30 or fewer participants and the clinical 
implications of these results are not clear.  

• Harms of medications included suppression of adrenal glucocorticoid responsiveness, 
increased appetite, weight gain, and difficulty sleeping with hydrocortisone; flu-like 
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syndrome, chills, vasodilatation, dyspnea, and dry skin with rintatolimod; headaches 
with immunoglobulin G; and nephrotoxicity with acyclovir. Withdrawals due to 
harms were greater with fluoxetine than placebo.  

Complementary and Alternative Medicine 
• Seven trials compared one CAM approach with usual care, placebo, or alternative CAM 

intervention. Interventions included dietary supplements (insulin-like growth factor, 
antioxidant, acetyl-carnitine), distant healing, homeopathy, melatonin, and phototherapy. 

• All outcomes studied have insufficient evidence due to small single studies with 
methodological limitations. 

• Three small fair-quality trials of CAM interventions (one with homeopathy, one with 
pollen extracts, and one with L-carnitine preparations) found improvement in some 
measure of fatigue and/or function or well-being but not others. 

• One good-quality study found that being aware that one is not receiving distant healing 
resulted in smaller improvements in function. 

• All other trials of CAM interventions found no significant improvements compared with 
placebo, usual care, or an alternative CAM approach. 

• Adherence was low in one trial of a low sugar/low yeast diet but otherwise adherence and 
harms were not well reported. 

Counseling and Behavior Therapies 
• Fourteen trials (23 publications) comparing one counseling or behavioral therapy with 

usual care, wait list control, no treatment, relaxation techniques only, adaptive pacing, 
anaerobic therapy, graded exercise treatment (GET), or an alternate form of 
counseling or behavioral therapy were included. 

• When considering all studies comparing any type of counseling with no treatment, 
support, relaxation, or adaptive pacing there is low strength of evidence that 
counseling decreases fatigue (7 of 11 trials showed positive effect), low strength of 
evidence for improvement in measures of functioning (4 of 11 trials showed positive 
effect; 2 of 11 showed mixed results on different measures), low strength of evidence 
for improvement in quality of life (2 of 4 trials showed positive effect), and moderate 
strength of evidence for global improvement (2 of 2 trials showed positive effect).  

• Low strength of evidence suggests that at followup, patients receiving counseling had 
better SF-36 physical functioning subscale scores than control patients, based on a 
pooled analysis of eight trials; weighted mean difference score of 7.73 (95% 
confidence interval [CI], 3.58 to 11.87). However, when results were limited to the 
four studies that used CBT specific techniques the results were similar but no longer 
statistically significant. 

• There is low strength of evidence from a small fair-quality trial that face-to-face 
counseling is similar to telephone counseling in improving function, employment 
measures, and global change. 

• Harms of counseling and behavioral therapies were poorly reported but there is low 
strength of evidence that counseling is not associated with harms, based on one 
moderate-sized and one large-sized trial. 
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Exercise Therapy 
• Six trials (7 publications) provided evidence on the effectiveness and harms of 

exercise therapies.  
• GET improved measures of fatigue (low strength of evidence), function (moderate 

strength of evidence), and clinical global impression of change (moderate strength of 
evidence); treatment effectiveness may not be generalizable to all patients and may 
overestimate the benefit as no study used a case definition selecting for more disabled 
patients. 

• Although single small studies found qigong exercise provided improvement in 
measures of fatigue and that home orthostatic training was similar to usual care or 
sham orthostatic training, this evidence was insufficient due to small sample sizes and 
methodological limitations of the studies. 

• Harms were not well reported. Although total withdrawal rates were similar to 
controls in three of four trials, due to the high rate (20%) of patients refusing repeat 
exercise testing in one study, lack of subgroup analysis throughout, and no studies 
selecting for a more disabled population (ME case definition), evidence remains 
insufficient to determine harms of exercise therapies and whether subsets of patients 
may experience more or fewer harms.  

Combination Therapy and Head-to-Head Comparisons 
• Four trials (8 publications) were included that compared either head-to-head 

interventions or combinations of two interventions. 
• GET and cognitive behavioral therapy (CBT) had similar improvement on measures 

of function (low strength of evidence). Fatigue measures are also likely similar; 
however, results are mixed (insufficient evidence). 

• Evidence on the comparison of GET and fluoxetine is insufficient because there was 
only one small study with methodological flaws. This study found GET improved 
measures of fatigue and function, whereas fluoxetine did not.  

• CBT appears to be associated with fewer harms than GET.  

Detailed Synthesis 
Thirty-five trials of interventions for patients with ME/CFS in 45 publications met inclusion 

criteria; 9 trials of medications, 7 of CAM interventions, 14 of counseling and behavior 
therapies, 6 of exercise therapies, and 4 of either head-to-head comparisons or combinations of 
these interventions (Table G4). Seven were rated good-quality, while 23 were rated fair- and 5 
poor-quality (Table H2). 

Trials enrolled from 16 to 641 patients with ME/CFS and most (25 of 35, 71%) used the 
CDC (Fukuda, 1994) criteria. Outcome measures included the SF-36 physical functioning 
subscale, Medical Outcome Study Short Form (MOS-SF), Checklist of Individual Strength 
(CIS), Profile of Mood States (POMS) fatigue subscale, KPS, and SIP-8 scale to measure overall 
function; MFI-20, Chalder Fatigue Scale, Krupp Fatigue Severity Scale (FSS), FIS, and Visual 
Analogue Scale (VAS) to measure fatigue; Quality of Life Inventory (QOLI), Quality of Life 
Index (QLI), Quality of Life Scale (QLS), EuroQol Scale, Global Wellness Scale, Short Form 
12-item Health Survey (SF-12), and Fibromyalgia Impact Questionnaire (FIQ) to measure 
quality of life; Clinical Global Impression Change (CGI) scales to measure improvement over 

26 



time; and the Work and Social Adjustment Scale to measure impairment in work. These are 
described in Appendix J. 

Medications 
• Nine randomized trials provided evidence for the medical treatment of ME/CFS, 

including placebo-controlled trials of galantamine,82 hydrocortisone,83 hydrocortisone 
plus fludrocortisone,84 immunoglobulin G,85 valganciclovir,86 rintatolimod,87,88 
isoprinosine,89 and fluoxetine90 (Table 3 below; Table G4). None of these medications 
have been approved by the FDA for this indication. Two medications are still 
investigational and not currently FDA approved for any indication, intravenous 
rintatolimod87,88 and oral isoprinosine.89 Additional trials not meeting inclusion criteria 
because they had durations less than 12 weeks indicated no differences with placebo for 
acyclovir,91 and improved SF-36 scores for physical health and function with rituximab.92 
Both studies enrolled 30 or fewer participants and the clinical implications of these 
results are not clear. 

 
Eight trials met criteria for fair-quality,82-88,90 and one for poor (Table H2).89 Major 

limitations of studies include enrolling fewer than 20 subjects in an arm,85,86,89 high loss to 
followup,82,90 lack of intention-to-treat analysis of outcomes,84,87 lack of reporting between-group 
comparisons for key outcomes,88 unclear randomization process,89 and lack of blinding.89 Most 
trials were either funded by pharmaceutical companies (fully or in part)82,85-88 or the funding 
source was not reported.83,84 

Most trials were designed to treat the potential underlying pathology of ME/CFS. All but two 
trials89,90 enrolled participants in the United States. Only three enrolled more than 100 
participants,82,88,90 and three were multi-center.82,87,88 Participants were predominantly women, 
and their mean ages ranged from 32 to 50 years. Although most participants were white, many 
trials did not report race or ethnicity. Most trials used the CDC (Fukuda, 1994) criteria in their 
inclusion criteria except for one study predating it that used the CDC (Holmes, 1988) criteria,85 
and one trial that used the Oxford (Sharpe, 1991) criteria.90 The duration of illness varied widely 
with some trials enrolling participants with durations under 3 years83,84,89,90 while others were 10 
years or more.86,88 

Outcome measures of fatigue differed between trials, precluding direct comparisons. These 
included the CGI scale, Chalder Fatigue Scale, POMS (fatigue and vigor subscales only), VAS 
(degree of fatigue; abbreviated fatigue questionnaire), FSS, fatigue scale specific to the trial, 
hours of rest per day, Symptom Severity Scale (fatigue, prolonged post-exertion fatigue), CPET 
tolerance, exercise duration and work, MFI-20, and CDC CFS Symptom Inventory. Additional 
measures of function and quality of life were also used as outcomes.  

Strength of evidence ratings indicated low strength of evidence for intravenous rintatolimod 
in improving exercise performance in patients with ME/CFS, because results were based on two 
trials with differing outcome measures. All other trials found no differences or inconsistent 
results compared with placebo and were limited by small sizes and methodological limitations, 
leading to insufficient evidence ratings.  

Three trials compared immune modulating drugs with placebo, including trials of intravenous 
rintatolimod87,88 and oral isoprinosine, both not currently FDA approved for any indication in the 
United States.89 In an early trial of rintatolimod, 92 severely debilitated patients (KPS scores of 
20 to 60) were randomized to rintatolimod 200 mg twice weekly for 4 weeks, then 400 mg twice 
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weekly for a total of 24 weeks, or placebo.87 The median percentage changes from baseline to 
week 24 were significantly different between groups for exercise duration (10.3 for rintatolimod 
vs. 2.1 for placebo; p=0.007), exercise work (11.8 for rintatolimod vs. 5.8 for placebo; p=0.011), 
activities of daily living (23.1 for rintatolimod vs. 14.1 for placebo; p=0.034), and KPS (20 for 
rintatolimod vs. 0 for placebo; p=0.023). Attrition was 9 percent and adherence 91 percent, and 
harms did not differ between groups. This trial was limited by lack of intention-to-treat analysis.  

A second trial randomized 240 participants (KPS scores of 40 to 60) to rintatolimod 400 mg 
twice weekly for 40 weeks or placebo.88 The mean percentage change in CPET tolerance from 
baseline to week 40, the primary outcome, was greater for the treatment versus placebo group 
(37% vs. 15%; p=0.047). Although other performance scores were measured, they were not 
compared between groups (KPS, activities of daily living, SF-36 vitality and general health 
perception subscales). More participants in the treatment group reported decreased use of 
medications for relief of CFS symptoms (68% vs. 55%; p=0.048). Attrition was 19 percent and 
adherence 83 percent. Flu-like syndrome, chills, vasodilatation, and dyspnea were more frequent 
in the treatment group (p<0.05). 

A single-blinded trial of isoprinosine randomized 10 patients to treatment and 6 to placebo.89 
The treatment group received 3 g/day of isoprinosine in divided doses for 12 weeks that varied 
over time. Mean changes in KPS scores from baseline did not differ between groups (p=0.93). 

A randomized double-blind placebo controlled trial of valganciclovir, an antiviral agent, 
enrolled 30 participants with suspected viral onset of ME/CFS and elevated antibody titers.86 The 
treatment group received oral valganciclovir 900 mg twice daily for 21 days, then 900 mg once 
daily for a total of 6 months. Participants were followed for another 6 months, and outcomes 
were measured at 9 months. Differences were statistically significant from placebo for scores on 
the FSS (-0.06 for valganciclovir vs. 0.02 for placebo; p=0.006), but not the MFI-20, CDC CFS 
Symptom Inventory, or self-reported physical function. Attrition was 9 percent and adherence 91 
percent. No harms were reported for either group. 

To evaluate the efficacy of galantamine, an acetyl-cholinesterase inhibitor, participants from 
35 clinical centers in the United Kingdom, western Europe, and the United States were 
randomized to oral galantamine at various doses (7.5, 15, 22.5, or 30 mg/day) or placebo for 16 
weeks (8 weeks at full dose).82 Outcome measures indicated no statistically significant 
differences or dose effect between groups for the primary outcome of global improvement (CGI 
scale), or secondary outcomes of fatigue (Chalder Fatigue Scale) and quality of life (FIQ). The 
overall withdrawal rate was 23 percent and attrition rate 30 percent, but rates were highest 
among groups given galantamine doses of 15 mg or more per day. Overall, 90 percent reported 
harms, with depression, nausea, and headache most common in both groups. Two percent of the 
galantamine participants experienced serious events, but none was attributed to the study drug. 

Two trials evaluated corticosteroids versus placebo, including a trial randomizing 70 
participants to oral hydrocortisone (20 to 30 mg every am and 5 mg every pm) or placebo for 12 
weeks,83 and a crossover trial of 100 participants using hydrocortisone (5 mg/day) plus 9-alpha 
fludrocortisone (50 µg/day) for 12 weeks.84 Neither study reported statistically significant 
differences in outcomes between treatment and placebo groups for fatigue (POMS; VAS), 
quality of life (Global Wellness scale; VAS), or function (activity scale; SF-36). Attrition rates 
were 10 percent83 and 20 percent.84 Harms that significantly differed between treatment and 
placebo groups included suppression of adrenal glucocorticoid responsiveness (12 vs. 0; 
p<0.001); increased appetite (17 vs. 8; p=0.02); weight gain (19 vs. 8; p=0.006); and difficulty 
sleeping (17 vs. 8; p=0.02).83 
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Intravenous immunoglobulin G (1 gm/kg) versus placebo (1% albumen solution) given once 
every 30 days for 6 months was evaluated in a trial of 30 participants.85 While measures of 
fatigue, prolonged post-exertion fatigue (Symptom Severity Scale), and physical function (MOS-
SF) were not statistically significantly different between groups, social function (MOS-SF) 
improved for the placebo group (p<0.05). Overall, attrition was 7 percent, and 20 percent 
experienced harms including 93 percent of treatment and 60 percent of placebo participants 
reporting headaches (p=0.03). 

Fluoxetine was compared with placebo in a 6-month, 4-arm fair-quality trial that also 
included a GET group which will be described separately below.90 Differences between 
fluoxetine and placebo were not statistically or clinically significant for fatigue (Chalder Fatigue 
Scale), functional capacity measured as the amount of oxygen consumed in the final minute of 
exercise per kg of body weight, or rates of nonfatigue (Chalder Fatigue score of <4) Attrition 
was higher with fluoxetine than placebo (32% vs. 17%) and adherence was not reported. 
Withdrawals due to medication side effects were greater with fluoxetine (9 of 68, 13%) than 
placebo (2 of 68, 3%) although there were no differences in total withdrawals. 

In summary, there is low strength evidence that rintatolimod improves measures of exercise 
performance (improved CPET tolerance 36.5% vs. 15.2%, p=0.047; exercise duration 10.3% vs. 
2.1%, p=0.007; exercise work 11.8% vs. 5.8%, p=0.01); and insufficient evidence for other 
medications because few differences were found between treatment and placebo groups and each 
was evaluated by only one small trial with important methodological limitations (Appendix K).
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Table 3. Trials of medications for ME/CFS 
Author, Year 
Study Type 
N 
Quality Case Definition 

Duration/ 
Followup Interventions 

Overall Effect: 
Treatment Compared With Placebo 

Blacker, et al., 
200482  
N=423 
Fair 

CDC (Fukuda, 
1994) criteria 

4 months (16 
weeks, 8 weeks 
at full dose) 

A. Galantamine 2.5 mg TID 
B. Galantamine 5 mg TID 
C. Galantamine 7.5 mg TID 
D. Galantamine 10 mg TID 
E Placebo  

Fatigue:  
Chalder Fatigue Scale (mean change from baseline) 
Physical scores: NS 
Mental scores: NS 
Quality of life: 
FIQ (mean change from baseline): NS 
Global Well Being (composite): NS 
Other:  
 % Improvement on modified CGI: NS 

Blockmans, et 
al., 200384 
N=80 
Fair 

CDC (Fukuda, 
1994) criteria 

3 month 
treatment; 3 
month placebo 
crossover 

A. Hydrocortisone 5 mg/day 
+ 9-alpha fludrocortisone 50 
µg/day 
B. Placebo 

Fatigue: 
VAS degree of fatigue: NS 
SFQ score: NS 
Quality of life:  
VAS degree of well-being: NS 
Function:  
SF-36: NS 

Diaz-Mitoma, et 
al., 200389 
N=15 
Poor 

CDC (Holmes, 
1988 and Fukuda, 
1994) criteria 

3 months (12 
weeks) of 
treatment 

A. Oral Isoprinosine 1 g TID 
in weeks 1, 3, 5, 7, 9, and 
11 only on Monday-Friday; 
and 1 g/day in weeks 2, 4, 
6, 8, 10, and 12 only on 
Monday-Friday. 
B. Placebo 

Fatigue: 
KPS (% change from baseline): NS 
Other: Activities of daily living scale; no differences but data not 
provided 

McKenzie, et al., 
1998 83 
N=60-70 varied 
by outcome 
Fair 

CDC (Holmes, 
1988) and Fukuda, 
1994) criteria 

3 months (12 
weeks)  

A. Oral hydrocortisone 20-
30 mg every morning and 5 
mg every evening  
B. Placebo 

Fatigue:  
POMS fatigue subscale: NS 
POMS vigor subscale: NS 
Quality of life:  
Global Wellness scale: NS 
Function: 
Activity Scale: NS 

Montoya, et al., 
201386 
N=30 
Fair 

CDC (Fukuda, 
1994) criteria 

6 months 
treatment, 6 
months followup  

A. Oral valganciclovir 900 
mg BID for 21 days, then 
900 mg/day for total of 6 
months  
B. Placebo 

Fatigue:  
FSS (change in score, negative indicates better health): -0.06 vs. 
0.02; p=0.006 
MFI-20: NS 
Function:  
Self-reported physical function: NS 
Other: 
CDC Symptom Inventory: NS 
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Table 3. Trials of medications for ME/CFS (continued) 
Author, Year 
Study Type 
N 
Quality Case Definition 

Duration/ 
Followup Interventions 

Overall Effect: 
Treatment Compared With Placebo 

Peterson, et al., 
199085 
N=28 
Fair 

CDC (Holmes, 
1988) criteria 

6 months  A. IV IgG (1 g/kg) every 30 
days for 6 months (6 
infusions)  
B. Placebo 

Function: 
MOS-SF score for social function higher in placebo group: 5.2 (5.5) 
vs. 9.4 (7.9); p<0.05 
MOS-SF physical: NS 

Strayer, et al., 
199487 
N=76-84 varies 
by outcome 
Fair 

CDC 
(Holmes,1988) and 
Fukuda, 1994) 
criteria 

6 months  A. IV rintatolimod 200 mg 
twice weekly 4 times, then 
400 mg twice weekly for a 
total of 24 weeks 
B. Placebo 

Function: 
Exercise duration (% change from baseline): 10.3 vs. 2.1; p=0.007 
Exercise work (% change from baseline): 11.8 vs. 5.8; p=0.011 
ADL score (% change from baseline): 23.1 vs. 14.1; p=0.034  
KPS score (% change from baseline): +20 vs. 0; p=0.023  
Other: Decreased used of medications for relief of CFS symptoms 
declined for rintatolimod but not placebo 

Strayer, et al., 
201288 
N=240 
Fair to good 

CDC 
(Holmes,1988) and 
Fukuda, 1994) 
criteria 

10 months (40 
weeks) 

A. IV rintatolimod 400 mg 
twice weekly for 40 weeks 
B. Placebo 

Function:  
Cardiopulmonary exercise tolerance (% change from baseline: 
36.5% vs. 15.2%; p=0.047  
KPS score, ADLs, Vitality Score (SF-36), and General Health 
Perception (SF-36) measured pre and post, but not compared 
between rintatolimod and placebo groups  
Other: Decreased use of medications for relief of CFS symptoms: 
68% vs. 55%; p=0.048 

Wearden, et.al 
199890 

N=68 
Fair 
 
Same study as 
on Table 6 and 7 

Oxford (Sharpe, 
1991) criteria 

6.5 months A. Fluoxetine 20 mg/day 
B. Placebo 

Fatigue:  
Chalder Fatigue Scale (mean change from baseline): NS 
Chalder Fatigue Scale (non-cases of fatigue with score <4): NS 
Function: 
Functional work capacity (mean change): NS 
 

Abbreviations: ADL= Activities of Daily Living; BID=twice a day; CDC= Centers for Disease Control and Prevention; CFS= chronic fatigue syndrome; CGI= Clinical Global 
Impression change score; FIQ= Fibromyalgia Impact Questionnaire; FSS= Fatigue Severity Scale; g= gram; IgG= immunoglobulin G; IV= intravenous; kg= kilogram; KPS= 
Karnofsky Performance Scale; MFI-20= Multidimensional Fatigue Inventory; mg= milligram; MOS-SF= Medical Outcome Study Short Form; N= sample size; NS= not 
significant; POMS= Profile of Mood States; SF-36= 36-item Short Form Survey; SFQ= abbreviated fatigue questionnaire; TID= three times a day; µg= microgram; VAS=visual 
analogue scale; vs.= versus
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Complementary and Alternative Medicine Therapies 
Seven trials comparing one CAM approach with usual care, placebo, or alternative CAM 

intervention were included (Table 4 below; Table G4).93-99 Three trials aimed at treating a 
potential underlying pathology (insulin-like growth factor, antioxidant, acetyl-carnitine 
deficiency)94-96 whereas the others targeted perpetuating factors. Two trials were of good-
quality,95,97 four fair-quality,93,96,98,99 and one poor-quality94 (Table H2). Trials evaluated 
different dietary approaches or supplements, distant healing, homeopathy, melatonin, and 
phototherapy. Most were conducted in Europe and all but one97 of the trials were of small sample 
size (n<100). Five of the trials enrolled patients based on the CDC (Fukuda, 1994) criteria and 
two of the trials used the Oxford (Sharpe, 1991) criteria. Major limitations of studies include 
inadequate or unclear randomization,94,99 enrolling fewer than 20 subjects in an arm,93,94 high 
loss to followup,93 lack of intention-to-treat analysis of outcomes,93,98,99 unclear or inadequate 
blinding,93,96,99 and groups not similar at baseline.95 Trials were either funded by foundations or 
trusts,97-99 pharmaceutical companies (fully or in part),95,96 or the funding source was not 
reported.93,94 

The evidence on CAM interventions was insufficient to draw conclusions as interventions 
included only single trials, were of small sample size, and most had significant methodological 
limitations. Two fair-quality trials, one with homeopathy and one with L-carnitine preparations, 
found improvement in some measure of fatigue and/or function, with no differences found in 
other measures. All other trials of CAM interventions found no significant improvements 
compared with placebo, usual care, or an alternative CAM approach. Adherence was low in one 
trial of a low sugar/low yeast diet but otherwise adherence and harms were not well reported. 

One good-quality trial (n=57) compared Acclydine©, a combination of amino acids and a 
food supplement derived from the plant Solanum dulcamara proposed to increase biologically 
active insulin-like growth factor (IGF-1), with an identical placebo.95 Patients were identified 
based on the CDC (Fukuda, 1994) criteria and followed over 14 weeks for measures of fatigue 
and function. Although adherence was not reported, they found no differences in fatigue severity 
based on the CIS fatigue severity subscale questionnaire (1.1; 95% CI, -4.4 to 6.5) or self 
assessed daily fatigue level (-0.2; 95% CI, -1.2 to 0.9). They also found no difference in function 
based on the SIP-8 (59.1; 95% CI, -201.7 to 319.8), and physical activity measured with an 
actometer motion-sensing device (4.1; 95% CI, -5.9 to 14.0).95 Of note, they also found no 
difference in IGF-1 blood levels between groups. Attrition was low and no harms were reported. 

One fair-quality study (n=89) compared acetyl-L-carnitine (2 g/day) with propionyl-L-
carnitine (2 g/day) and with a combination of both.96 Patients were eligible based on CDC 
(Fukuda, 1994) criteria and outcomes included CGI and MFI-20 comparing scores 8 weeks prior 
to intervention and after 24 weeks of treatment. They had 20 percent attrition (18 of 90 enrolled) 
and did not report adherence but found improvement in CGI for acetyl-l-carnitine (59%) and 
propionyl-L-carnitine (63%) and not for the combination therapy (37%). For the secondary 
outcomes of fatigue, propionyl-L-carnitine and the combination therapy showed a reduction on 
the 20-point general fatigue axis (from 18.4 SD 1.8 to 16.5 SD 3.1, and from 19.1 SD 1.4 to 17.3 
SD 3.3, respectively), whereas acetyl-L-carnitine showed a reduction on the 20-point mental 
fatigue axis (from 16.3 SD 2.5 to 13.9 SD 3.5). No differences were found on the physical 
fatigue axis. Patients reported sleeplessness and feeling overstimulated although withdrawal due 
to harms were similar between groups. Although statistical improvement was found on several 
measures, the evidence leaves no clear indication as to whether one formulation was truly 
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superior to another or whether the differences were by chance alone, and the clinical 
meaningfulness remains uncertain given the small incremental change that occurred.  

A poor-quality crossover trial randomized patients to an extract of pollen (antioxidant) or 
placebo for 3 months followed by a 2-week washout and then to the pollen extract or placebo for 
an additional 3 months resulting in five people in placebo/pollen extract arm, five people in 
pollen extract/placebo arm, six people in placebo/placebo arm, and six people in pollen 
extract/pollen extract arm. They measured total well-being, fatigue, and fatigability on a 10-point 
Likert scale (0 =no problem and 10=serious symptoms).94 They found no difference in any of 
their measures but did note that in the pollen extract group, 62 percent (13 of 21) reported 
general improvement compared with 23 percent (5 of 22) in the placebo group. Adherence was 
not reported and no serious harms were noted.  

A small fair-quality trial (n=86), randomized patients diagnosed with CFS based on the 
Oxford (Sharpe, 1991) criteria to homeopathy or placebo.98 Homeopathic prescriptions included 
different single or multiple remedies prescribed at each consultation over a 6-month period and 
found improvement on the general fatigue subscale of the MFI-20 (mean change 2.70, SD 3.93 
vs. 1.35, SD 2.66, p=0.04) but no difference on other dimensions or on the Fatigue Impact Scale 
and in the proportion of patients clinically improving (a change from baseline of 15% on MFI-20 
subscales). They did report improvement on the physical dimension subscale of the Functional 
Limitations Profile (FLP) with a mean change of 5.11 (SD 8.82) compared with 2.72 (SD 8.40) 
in the placebo arm. Attrition was similar between groups (overall 11 of 103, 11%) and neither 
adherence nor harms were reported. Although some improvement was noted in some measures 
of fatigue, the lack of specificity in the treatment received, the inconsistencies in results 
measuring the same outcome, and methodological issues, leave uncertainty regarding any 
potential benefit. 

One small (n=39) fair-quality trial compared a low sugar/low yeast diet with healthy eating in 
a group of primarily female patients (88%) diagnosed with ME/CFS using the CDC (Fukuda, 
1994) criteria.93 The low sugar/low yeast diet involved omission of all sugar containing foods, 
refined carbohydrates, yeast containing foods, alcohol, and caffeine with a limited consumption 
of fruit and milk except a daily yogurt. Those randomized to the healthy eating approach were 
advised to consume a high fiber diet with five servings of fruit and vegetables per day, two 
servings of fish per week, and reduced fat and refined carbohydrate. Patients were followed for 
24 weeks for outcomes of fatigue and quality of life. They found no difference in either outcome 
based on the Chalder Fatigue Scale and the SF-36 but did note high loss to followup (25%, 
which were not included in analysis) and low adherence (24% in the low sugar/low yeast group 
vs. 67% in the healthy eating group). 

A large good-quality trial (n=409) randomized patients to distant healing versus usual care 
(waiting) and used the CDC (Fukuda, 1994) or Oxford (Sharpe, 1991) criteria for inclusion.97 
The median duration of illness ranged from 9.6 to 11.9 years. This study measured adherence of 
the healers who were from 21 European countries with a mean healing experience of 9.7 years 
(SD 7.9 years) and replaced those not complying with the study design (34 of 462, 7%). In 
addition to other outcomes not included in this report, this study considered the Physical Health 
Component Summary score of the SF-36 and found no differences (1.11; 95% CI, -0.255 to 
2.473). Although there was no interaction effect for treatment and blinding (p=0.32), patients 
who knew they were not being treated had much lower scores at followup (mean difference 
between groups: -1.544; 95% CI, -2.913 to -0.176).97  
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A final fair-quality crossover study compared melatonin with phototherapy.99 Thirty patients 
identified using the Oxford (Sharpe, 1991) criteria were given placebo initially for 12 weeks 
followed by melatonin (5 mg every evening) or phototherapy (2500 Lux for 1 hour in the 
morning). This was followed by a 12-week washout (phototherapy group) or placebo (melatonin 
group) and then a crossover to the reverse schedule.99 They reported no differences on a 10-point 
VAS of fatigue, the Mental Fatigue Inventory, or the SF-36 physical functioning dimension. 

In summary, there is insufficient evidence to determine the effectiveness or harms of CAM 
interventions due to finding only small single studies with methodological limitations.
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Table 4. Trials of complementary and alternative medicine therapies for ME/CFS 
Author, Year 
Study Type 
N 
Quality 

Case 
Definition 

Duration/ 
Followup Interventions 

Overall Effect 
Intervention A vs. Intervention B vs. Intervention C, etc. 

Hobday, et al., 
200893 
N=39 
Fair 

CDC (Fukuda, 
1994) criteria 

6 months (24 
weeks) 

A. Low sugar/low 
yeast  
B. Healthy eating  

Fatigue outcomes: 
Chalder Fatigue Scale scores: NS 
SF-36 vitality subscale scores: NS 
Function outcomes:  
SF-36 physical functioning subscale scores: NS 

Ockerman, 200094 
N=22 
Poor 

CDC (Fukuda, 
1994) criteria 

3 months A. Pollen: 
Antioxidant extract 
of pollen (Polbax)  
B. Placebo  

Fatigue outcomes: 
Fatigue scores improved in the pollen group on the Likert at 3 months: -0.43 vs. -
0.18; p<0.05 
Quality of life outcomes: 
Total well-being scores lower in the placebo group at 3 months: 7.14 vs. 6.66; 
p=NR 
Change from baseline in the pollen group vs. placebo: -1.66 vs. -0.21; p<0.01 
Change in total well-being after treatment: p=NR 
Worse: 9.5% (2/21) vs. 18% (4/22) 
No change: 29% (6/21) vs. 59% (13/22) 
Better: 62% (13/21) vs. 23% (5/22) 

The, et al., 200795 
N=57 
Good 

CDC (Fukuda, 
1994) criteria 

3.5 months (14 
weeks) 

A. Acclydine 
B. Placebo  

Fatigue outcomes: 
CIS fatigue severity scores: NS 
Function outcomes: 
SIP-8 scores: NS 
Other outcomes:  
Physical activity level over a 12-day period: NS 

Vermeulen and 
Scholte, 200496 
N=89 
Fair 

CDC (Fukuda, 
1994) criteria 

6 months (24 
weeks) 

A. Acetyl-L-
carnitine (ALC) 
B. Propionyl-L-
carnitine (PLC) 
C. Combination, 
Acetyl-L-carnitine 2 
g/day + propionyl-L-
carnitine 2 g/day 
(combo) 

Fatigue outcomes:  
General fatigue scores better in ALC group based on MFI-20 scores at 24 
weeks, mean (SD): 15.9 (4.2) vs. 16.5 (3.1) vs. 17.3 (3.3) 
However, both other interventions improved more from baseline: p=0.004 for 
PLC change from baseline; p=0.000 for combo change from baseline 
Mental fatigue at 24 weeks: 15.1 (3.6) vs. 13.9 (3.5) vs. 14.6 (4.0); p=0.015 for 
ALC change from baseline 
Other outcomes:  
% Improved from baseline was higher in the PLC group on CGI at 24 weeks: 
59% (17/29) vs. 63% (16/unclear) vs. 37% (11/30) 
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Table 4. Trials of complementary and alternative medicine therapies for ME/CFS (continued) 
Author, Year 
Study Type 
N 
Quality 

Case 
Definition 

Duration/ 
Followup Interventions 

Overall Effect 
Intervention A vs. Intervention B vs. Intervention C, etc. 

Walach, et al., 
200897 
N=409 
Good 

CDC (Fukuda, 
1994) criteria 

6 months 
treatment 
Followup to 18 
months 

A. Distant healing  
B. Usual care  

Function outcomes:  
SF-36 physical functioning: NS  
SF-36 physical functioning subscale: NS 
Covariance analysis effect for blinded vs. unblinded treatment, 95% CI : -1.54 
(SE 0.70) -2.91 to -0.18 

Weatherly-Jones, 
et al., 200498 
N=86 
Fair 

Oxford (Sharpe, 
1991) criteria 

6 months A. Homeopathy  
B. Placebo  

Fatigue outcomes:  
General fatigue scores better in placebo group on MFI-20 scores at 6 months, 
mean (SD): 2.70 (3.93) vs. 1.35 (2.66), p=0.04 
Physical fatigue: NS 
Mental fatigue: NS 
FIS Cognitive dimension: NS 
FIS Physical dimension: NS 
FIS Social dimension: NS 
Function outcomes: 
Functional Limitations Profile scores: NS 

Williams, et al., 
200299N=30 
Fair 

Oxford (Sharpe, 
1991) criteria 

12 months  
(12 weeks 
treatment, 12 
week washout, 
then 12 week 
crossover and 
12 week 
washout) 

A. Melatonin  
B. Phototherapy  

Fatigue outcomes:  
(IQR) VAS score: NS 
Mental Fatigue Inventory scores: NS 
(IQR) SF-36 vitality subscale scores: NS 
Function outcomes: 
(IQR) SF-36 physical functioning subscale scores: NS 
  

Abbreviations: ACL = Acetyl-L-carnitine; CDC= Centers for Disease Control and Prevention; CGI= Clinical Global Impression change score; CI= confidence interval; CIS= 
Checklist of Individual Strength; FIS= Fatigue Impact Scale; g= gram; IQR= interquartile range; MFI-20= Multidimensional Fatigue Inventory 20-Item; N= sample size; NR= not 
reported; NS= not significant; PCL= Propionyl-L-carnitine; SD= standard deviation; SE= standard error; SF-36= 36-item Short Form Survey; SIP-8= Sickness Impact Profile 8-
Item; VAS= visual analog scale; vs.= versus. 
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Counseling and Behavior Therapies 
Fourteen trials (23 publications) comparing one counseling or behavioral therapy with usual 

care, wait list control, no treatment, relaxation techniques only, adaptive pacing, anaerobic 
therapy, GET, or an alternate form of counseling or behavioral therapy met inclusion criteria.100-

121 Eleven trials (16 publications) included only counseling and behavior therapies as the active 
intervention compared with a control group100,102-104,107,109,110,112-120 and two trials (6 publications) 
included an exercise group as a comparison group, in addition to a control group.105,106,108,121-123 
The results that pertain to the comparisons between the counseling or behavior therapy and 
“control” groups (defined as wait list, no treatment, usual care, support, relaxation, and adaptive 
pacing) on outcomes will be discussed in this section (Table 5 below; Table G4); results based 
on comparisons with exercise programs or GET will be discussed in the Exercise Program 
section below. One trial compared face-to-face cognitive behavioral therapy (CBT) with 
telephone CBT and did not include a control group.101 All trials were designed to target 
symptoms of ME/CFS, not treat the underlying cause. Five trials were rated good-
quality,113,114,116,118,121 six fair-quality,100-102,108,109,112 and three poor-quality104,107,110 (Table H2). 
Most of the trials (64%) were of small sample size (n<100), predominately enrolled females (54 
to 100%), with mean ages ranging from 31 to 58 years, and the duration of illness ranged from 6 
months to 52 years. Half of the trials used the CDC (Fukuda, 1994) criteria to identify people 
with ME/CFS, while others used the Oxford (Sharpe, 1991) criteria, one developed by 
Schluederberg in 1992, and one study instead used a combination of a CFS questionnaire, 
psychiatric assessment, and medical assessment to rule out other conditions and diagnose 
ME/CFS.108  

Five used cognitive and CFS specific techniques,100,108,112,113,121 one used CBT techniques 
focused on activity,102 one used traditional CBT techniques aimed at a CFS population delivered 
either over the phone or face-to-face,101 and one used relaxation, didactic discussion, and 
cognitive techniques for CFS.110 Three of the interventions were conducted in group 
formats100,110,112 instead of individual. Three good-quality,114,116,118 one fair-quality,109 and two 
poor-quality104,107 trials evaluated other counseling techniques, which included guided self-
instruction programs, group illness management instruction, pragmatic rehabilitation, peer-to-
peer counseling, and symptom consultation. 

The largest trial was the PACE trial, a 12 month good-quality 4-arm trial that included a 
comparison of CBT (n=155) with adaptive pacing (n=159), and usual care (n=157). This trial 
measured outcomes of fatigue (Chalder Fatigue Scale), function (SF-36 physical function 
subscale), clinical global impression of change, and work impairment (work and social 
adjustment scale).121 The GET arm is discussed in the Exercise Therapies and Head-to-
Head/Comparison Trials Sections. Patients were selected from multiple specialty care centers in 
the United Kingdom and were eligible based on the Oxford (Sharpe, 1991) criteria for CFS as 
well as a Chalder fatigue score of 6 or greater (of possible 11) and SF-36 score of 60 or less (of 
possible 100), which was subsequently changed to 65 or less to increase enrollment. CBT was 
based on the fear avoidance theory of ME/CFS that regards symptoms as being “reversible and 
that cognitive responses (fear of engaging in activity) and behavioral responses (avoidance of 
activity) are linked and interact with physiological processes to perpetuate fatigue.”121 CBT 
consisted of up to 14 individual sessions over 23 weeks, with a booster session at 36 weeks. The 
aim was to “change the behavioral and cognitive factors assumed to be responsible for 
perpetuation of the participant’s symptoms and disability.”121 Strategies guided participants to 
address unhelpful cognitions, including fears about symptoms or activity, by testing them in 
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behavioral experiments consisting of gradual increases in both physical and mental activity. 
Adaptive pacing consisted of a maximum of 15 sessions of therapy aimed at achieving optimum 
adaptation to the illness through activity pacing and advice to avoid activities that demand more 
than 70 percent of participant’s perceived energy; therapy was delivered by occupational 
therapists. Usual care was provided by physicians specializing in ME/CFS. In other studies, CBT 
and adaptive pacing had similar aims and strategies. Pragmatic rehabilitation was also based on a 
physiological dysregulation theory of ME/CFS with patients and therapists collaboratively 
setting goals for activity, sleep, and cognitive function.118 Counseling and supportive listening 
were empathic and nondirective in nature. 

Adherence was not reported in eight of the trials,100,102,104,107,109,110,116,121 one trial only 
reported that the adherence was “good,”114 while another trial stated that all completed CBT.113 
One trial reported that 28 percent of participants did not receive their intended treatment.101 One 
trial reported that the participants completed an average of 10 out of 13 counseling sessions, but 
no other information,108 and two trials reported contamination, not specifically adherence (6% in 
the CBT group received support, while 8% in the support group received CBT112 and 3% in the 
counseling group received support, while 1% in the support group received pragmatic 
rehabilitation and 10% in the support group did not receive any treatment).118 Attrition was 
reported in most trials and was generally low (<20%) and similar between groups. Three trials 
reported high or differential attrition; two trials were in group settings, but reported opposite 
information, with higher attrition in group CBT compared with control (14% vs. 20%)110 in one 
trial and higher attrition in the usual care group compared with group CBT (14% vs. 25%) in the 
other trial.112 The third trial reported higher attrition in the telephone CBT group compared with 
the face-to-face CBT group, but both were high (56% vs. 34%).101 One trial conducted a stepped 
care approach, providing participants with a self-instruction program to follow for 16 weeks or 
delayed care followed by CBT; this study found that after 16 weeks, 57 percent of those in the 
self-instruction group and 22 percent in the delayed group did not want to continue on to CBT, 
and therefore dropped out of the study.115 Major limitations of these trials included enrolling 
fewer than 20 subjects in an arm,107 high loss to followup,101 unclear if use of intention-to-treat 
analysis,104,107,108,110 unclear randomization or allocation process,100,104,107,108,110,114 more men 
allocated to the intervention group,112 and lack of or unclear information about blinding of the 
outcome assessor.100,101,104,108,109,113,114,116 Due to the nature of the interventions, most trials could 
not blind patients or care providers. Trials were either funded by government or organizational 
grants (fully or in part)100,104,107,108,110,112-114,116,118,121 or the funding source was not reported.101,109 

There is low strength evidence, based on 14 trials, that CBT, either group or individual; self-
instruction booklets; pragmatic rehabilitation; peer-to-peer counseling; and symptom 
consultation provide improvement in fatigue, function, quality of life, and employment in adult 
patients with ME/CFS. When comparing any type of counseling or behavioral therapy to no 
treatment, support, relaxation, or adaptive pacing there is low strength of evidence that 
counseling decreases fatigue (7 of 11 trials showed positive effect) and improves functioning 
measures (4 of 11 trials showed positive effect; 2 of 11 showed mixed results on measures), 
quality of life (2 of 4 trials showed positive effect), and global improvement (2 of 2 trials showed 
positive effect). Harms of counseling and behavioral therapies were poorly reported, but there is 
low strength of evidence that CBT is not associated with harms based on one moderate-sized 
trial. 
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Function Outcomes 
Eleven trials (n=1,720) of counseling techniques compared with no treatment, support, 

relaxation, or adaptive pacing, reported overall functioning measured by the SF-36 physical 
functioning subscale, KPS, SIP-8, and the functional impairment scale.100,102,104,107-

109,112,113,115,118,121 Results were mainly positive, but mixed. In four trials102,108,113,121 counseling 
improved overall functioning compared with controls on various measures, while two trials 
reported mixed results using different measures in the same study,109,112 one trial reported 
improvement in the control group compared with counseling,100 and the other four trials reported 
no differences between groups.104,107,115,118 

Eight trials used the SF-36 physical functioning subscale to measure overall 
functioning102,107-109,112,115,118,121 and results were mixed. Four trials102,108,109,121 reported 
significantly more improvement in the CBT group compared with controls (71% vs. 49% 
improved by ≥8 points from baseline at 1 year, p=0.0068121 and 63% vs. 17% with a score >83 at 
6 months followup, p<0.001102) or better scores (mean scores of 58.64 vs. 39.72 at 1 year, 
p<0.01108 and mean scores of 65.9 vs. 60.2 at about 6-12 months, p=0.011109). However, by 5 
years in one trial the results were no longer significantly different,103 and in another trial on the 
SIP-8 the outcome was reversed with worse functioning reported in the self-instruction group 
compared with the wait list control (mean scores of 1,515 vs. 1,319, p<0.001).109 The other four 
trials reported no differences between the counseling group and controls.107,112,115,118 However, 
one trial also measured functioning using a walking speed test and found improved walking 
speed in the CBT group compared with controls (difference from baseline to 12 months for CBT 
vs. support: 1.77; 95% CI, 0.025 to 3.51; p=0.0055 and difference from baseline to 12 months 
for CBT vs. no intervention: 2.83; 95% CI, 1.12 to 5.53; p=0.0055).112 Another trial conducted a 
post hoc analysis on those with baseline functional disability (defined as SF-36 physical 
functioning baseline score ≤70) and reported a significant improvement in the self-instruction 
group compared with the wait list control (mean change from baseline CBT vs. control: 9.05; 
95% CI, 0.2 to 17.9; p<0.05).115 When trials using the SF-36 physical functioning subscale were 
pooled there was a significant effect for the intervention group to have better scores compared 
with controls at followup; weighted mean difference of 7.73 (95% CI, 3.58 to 11.87, Figure 3). 
Even when one outlier that showed a more significant difference than the other trials102,103 was 
removed the difference was still significant with a weighted mean difference of 7.18 (95% CI, 
4.53 to 9.83). However, when the analysis was limited to the four trials that used formal CFS 
specific CBT techniques, though the result was similar, the difference was no longer significant 
owing to the wide CI (weighted mean difference of 9.12, 95% CI, -3.10 to 21.35, p=0.14, 
I2=69%).102,108,112,121 

One trial used the KPS to measure overall functioning113 and reported significantly more 
improvement in the CBT group compared with controls (73% vs. 23% improved by ≥10 point at 
12 months; difference of 50% CBT vs. no intervention; 95% CI, 28 to 72%).  

One trial only used the SIP-8 to measure overall functioning100 and reported worse functional 
impairment in the CBT group compared with the wait list control (mean change from baseline at 
6 months: 29 vs. -293; p=0.004). Along with the other outcomes reported above, the SIP-8 
showed mixed results. One trial only used the functional impairment scale to measure overall 
functioning and found no differences between counseling and the wait list control at 6 months 
followup.104 

The PACE trial performed a sensitivity analysis for those patients who fulfilled the CDC 
(Reeves, 2003) criteria for CFS (n=321) and for those patients who fulfilled the London 
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(Dowsett, 1994) criteria for ME (n=245) at baseline and found similar results for the outcomes of 
function; however, primary data were not provided.121-123 

Fatigue Outcomes 
Eleven trials (n=1,691) of counseling compared with no treatment, support, relaxation, or 

adaptive pacing, reported decreased fatigue measured by the Chalder Fatigue Scale, FSS, CIS, 
POMS-fatigue, Profile of fatigue-related symptoms scale, and the SF-36 vitality 
subscale.100,102,104,107-110,112,115,118,121 Results were primarily positive, but mixed. In seven trials 
counseling significantly decreased fatigue compared with controls on various 
measures,102,104,107,109,112,115,116,121 while the other four trials showed no differences between 
groups.100,108,110,118 

Four trials used the Chalder Fatigue Scale to measure fatigue102,112,118,121 and results were 
primarily positive. Three trials reported significantly more decreases in fatigue in the counseling 
group compared with the controls (63% vs. 15% were non-cases of fatigue with a score <4 at 6 
months; p=0.001102) or better scores (difference in scores from baseline at 1 year for CBT vs. 
support: -3.16; 95% CI, -5.59 to -0.74; p=0.011 and CBT vs. no intervention: -2.61; 95% CI, -
4.92 to -0.30; p=0.027112 and at 52 weeks for CBT vs. no intervention: -3.4; 95% CI, -5.0 to -1.8; 
p=0.0001121). However, by 5 years in one trial the results were no longer significantly 
different.103 The other trial that used the Chalder Fatigue Scale reported statistically significantly 
better fatigues scores in the pragmatic rehabilitation group than the usual care group (treatment 
effect estimate of -1.18; 95% CI, -2.18 to -0.18; p=0.021), but by 70 weeks there were no 
differences.118 Due to the variability in how the Chalder Fatigue Scale was used across studies, 
these results could not be pooled. 

Three trials used the CIS to measure fatigue100,109,115 and results were primarily positive. Two 
trials reported significantly less fatigue in the counseling groups compared with the controls 
(27% vs. 7% improved at about 6 to 12 months; OR 4.9; 95% CI, 1.9 to 12.9; p<0.001,109 and 
33% vs. 9% at 6 months; OR 5.0; 95% CI, 1.69 to 14.57;116 both used a reliable change score of 
>1.64 and final score of ≤36 to indicated improved). Only one non randomized trial found no 
differences between groups at 6 months.100 

Two trials used the FSS to measure fatigue107,108 and both found significantly lower fatigue 
scores in the counseling groups compared with the controls (mean scores of 52.9 vs. 59.4 at 4 
months; p=0.04107 and mean scores of 5.37 vs. 5.62 at 1 year, but p value not reported108). One 
trial conducted post hoc analyses and compared fatigue and functioning outcomes based on 
homework compliance.105 Homework included assignments such as of readings, sleep diaries, 
and activity diaries, and at home practices such as activity goals, relaxation exercises, and use of 
coping skills. They identified three groups based on the amount of homework completed; 
minimum compliance completed 0 to 25 percent, moderate compliance completed 25.1 to 75 
percent, and maximum compliance completed 75.1 to 100 percent of their assigned homework. 
When they assigned individuals to groups they noted that the highest percentage in the maximum 
group (56%) were in the cognitive therapy group, the highest percentage in the moderate group 
(34%) were in the CBT group, and the highest percentage in the minimum group (38%) were in 
the anaerobic and relaxation groups. At 12 months, though there was a trend toward decreased 
fatigue and better improvement in functioning scores for the maximum compliance group 
compared with the other groups, this trend did not reach significance. 

One trial used only the Profile of fatigue-related symptoms scale to measure fatigue104 and 
reported better scores in the counseling group compared with the wait list control (mean scores 
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of 2.68 vs. 3.84 at 6 months; p=00.04), while one trial reported no differences in fatigue scores 
using the POMS.110 

The PACE trial performed a sensitivity analysis for those patients who fulfilled the CDC 
(Reeves, 2003) criteria for CFS (n=321) and for those patients who fulfilled the London 
(Dowsett, 1994) criteria for ME (n=245) at baseline and found similar results for the outcome of 
decreased fatigue, but primary data were not provided.121-123  

Quality of Life Outcomes 
Four trials (n=372) of counseling compared with no treatment, support, or relaxation, 

reported quality of life measured by the QOLI, QLI, QLS, EuroQol, and the health utilities 
index.108,110,112,114 Results were mixed, but primarily positive. Two trials reported better scores in 
the counseling group compared with controls (mean QOLI scores at 12 weeks: 2.81 vs. 3.26; 
p=0.02110 and mean change in QLI scores from baseline at 12 months: 2.6 vs. 0.6; p<0.05114), 
one trial108 reported slightly better scores on the QLI in the cognitive group compared with CBT 
and controls at 1 year, but the p value was not reported (69.10 for CBT vs. 72.52 for cognitive 
vs. 63.00 for anaerobic activity vs. 72.00 for relaxation), and the fourth study reported no 
differences between groups.112  

Employment Outcomes 
Four trials (n=869) of counseling compared with no treatment, support, relaxation, or 

adaptive pacing reported employment outcomes including proportion working full- or part-time, 
hours worked per week, and level of work impairment measured by the Work and Social 
Adjustment Scale.100,102,103,108,121 Results were primarily positive. Both trials measuring work 
impairment with the Work and Social Adjustment Scale reported significantly better scores for 
the CBT group compared with controls (mean scores of 3.3 vs. 5.4 at 6 months; p<0.001 on scale 
scored with range 0 to 8;102 mean scores of 21.0 vs. 24.5 at 1 year; p=0.0001 on scale scored with 
range 0 to 45121). Two trials reported the number of hours per week individuals were working. 
One trial reported significantly more hours worked per week, of those working, for the CBT 
group compared with relaxation (mean hours of 35.57 vs. 24.00 at 5 years; p<0.04)103 and the 
other trial reported no differences between groups.100 Two trials reported no differences in the 
proportion of individuals working full- or part-time at 1 year108 or 5 years.103 

Global Impression of Improvement Outcomes 
Two trials (n=690) of counseling compared with no treatment, relaxation, or adaptive pacing 

reported global improvement using the CGI, spontaneous reporting of fully recovered or feeling 
much better, relapses, full recovery, and no longer meeting ME/CFS criteria.102,103,121 
Significantly more individuals in the CBT group reported improvement compared with controls 
in both trials (70% vs. 31%; p<0.01102 and 41% vs. 31%; p=0.013121). One trial103 also followed 
up 5 years after counseling and continued to report more improvement in the CBT group 
compared with relaxation (68% vs. 43% with symptoms “steadily improved” not “consistently 
absent’ or “mild”; p=0.05; 24% vs. 4% with complete recovery; p=0.04; 36% vs. 7% with no 
relapses; p=0.02; and mean number of relapses of 2.58 vs. 4.08; p<0.01); however, there was no 
difference in the number of individuals currently meeting the Oxford (Sharpe, 1991) criteria for 
ME/CFS (52% vs. 39%; p=0.42).  
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Recovery Outcomes 
The PACE trial considered the outcome of recovery (trial recovery was defined as: within the 

normal range in fatigue [Chalder Fatigue Scale score <18] and physical function scales [SF-36 
physical function subscale score ≥60], no longer meeting Oxford [Sharpe, 1991] criteria, and 
reporting much or very much improvement on the CGI scale; clinical recovery was defined as: 
meeting all criteria for trial recovery plus no longer meeting the London [Sharpe, 1991] or the 
CDC [Reeves, 2003] criteria).121 Although trial recovery remained low for all treatment arms 
(<25%), they found CBT to be superior to adaptive pacing therapy (OR 3.36; 95% CI, 1.64 to 
6.88) and usual care (OR 3.69; 95% CI, 1.77 to 7.69), with similar results for clinical recovery. 
Although the PACE trial has performed measures to minimize risk of bias and is one of the best 
available in the ME/CFS literature given its size and methodology, there are limitations. 
Although blinding patients and providers to the intervention was not feasible, and statisticians 
were blinded, the study may be open to risk of observer bias by not blinding researchers 
assessing outcomes. They did, however use self-reported outcome measures to reduce the risk of 
observer bias, which are valid tools for measuring the outcomes of interest. The study may also 
be at risk of attention bias given the total number of visits by participants were greater in the 
CBT (17) and adaptive pacing (16) groups compared with the usual care group (5). The nature of 
the approach to CBT, using providers and training manuals that teach patients that the treatment 
is effective, can cause an expectation bias in the direction of improvement. Additionally, there 
are reservations about the interpretation of the recovery results. Given that a score of 65 or less 
on the SF-36 physical functioning scale was defined as disability for entry into the trial, using a 
score of 60 or greater on the same scale to define recovery is contradictory. The authors 
reportedly derived their threshold for recovery based on the mean score for a normal adult minus 
two SDs (84 to 16). Furthermore, they defined deterioration as greater than a 20 point reduction 
in the SF-36, yet they defined improvement as an increase of 8 point or more. These threshold 
values likely favor results in the direction of improvement. For fatigue outcomes they considered 
recovery as a Chalder Fatigue Scale score less than 18 yet other studies have considered a score 
of less than 4 to indicate a return to normal.118 Finally, although statistically significant changes 
were noted, the meaningfulness of these change remains uncertain. For instance, the mean score 
of the SF-36 physical function score remained at or above 60 (used in the definition of trial 
recovery) for all groups, while the 6-minute walk test was much less than for normal older adults 
(379 meters vs. 631 meters).124 

Face-to-Face Versus Telephone CBT 
One fair-quality trial (n=80) compared face-to-face CBT with telephone CBT, without using 

a control group,101 followed them for 12 months, and measured fatigue using the Chalder Fatigue 
Scale, functioning using the SF-36 physical functioning subscale, work impairment using the 
Work and Social Adjustment scale, and overall improvement using a self-rated global 
improvement Likert style scale, similar to the CGI scale (ranging from very much worse to very 
much better). There were no significant differences between groups on any of the outcomes at 
any time point. Both groups showed significant improvement at 12 months after the end of 
treatment from baseline on the SF-36 physical functioning subscale and the Work and Social 
Adjustment scale, and the majority of participants rated themselves as much better or very much 
better on the self-rated global improvement scale (56%). 
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Harms Outcomes 
Only three good-quality trials reported anything about harms after counseling or behavior 

therapies. The PACE trial specifically defined adverse events as “any clinical change, disease or 
disorder experienced by the participant during their participation in the trial, whether or not 
considered related to the use of treatment” and serious adverse events as “an event that resulted 
in one of the following outcomes: a) death, b) threat to life (i.e., an immediate, not hypothetical, 
risk of death at the time of the event), c) required hospitalization except for elective treatment of 
a pre-existing condition, d) increased severity and persistent disability, defined as: (i) severe, i.e. 
significant deterioration in the participant’s ability to carry out their important activities of daily 
living (e.g. employed person no longer able to work, caregiver no longer able to give care, 
ambulant participant becoming bed bound); and (ii) symptom and disability persistent, i.e. of at 
least 4 weeks continuous duration, e) any other important medical condition which, though not 
included in the above, might require medical or surgical intervention to prevent one of the 
outcomes listed, and f) any episode of deliberate self-harm.” 122 All serious adverse events were 
further analyzed after breaking blinding to determine whether the event was related to the 
intervention, which were deemed serious adverse reactions. Nonserious adverse events were 
reported often, however the CBT group reported significantly less (848) than both the adaptive 
pacing group (949, p=0.0081) and usual care group (977, p=0.0016).121 Although serious adverse 
events were uncommon, there were more reported in the adaptive pacing group (16) than the 
CBT group (8) or the usual care group (7), and there were more serious adverse reactions in the 
CBT group (4) compared with the adaptive pacing (2) or the usual care group (2). No one 
withdrew from CBT due to worsening. There was a significant difference in deterioration of 
physical function across treatment arms (adaptive pacing 25% vs. usual care 18% vs. CBT 9%, 
p<0.001), but no differences in serious deterioration defined by a composite score of reduced 
function, worsening clinical global impression, withdrawal rates, and serious adverse 
reactions.121,122  

One small trial (n=47) reported none withdrew due to harms114 and a moderate-sized trial 
(n=257) reported no differences between groups for reported harms or withdrawals due to 
harms,118 but no other information was provide about harms. 

Summary of Counseling and Behavior Therapy Trials 
In summary, there is moderate strength of evidence that counseling techniques was 

associated with global improvement (41 to 70% vs. 25 to 31%), and low strength of evidence 
that counseling techniques improved overall functioning (SF-36 physical function weighted 
mean difference 7.73; 95% CI, 3.58 to 11.87), fatigue (27 to 76% vs. 7 to 65%), and employment 
outcomes in ME/CFS patients. The effects may not be generalizable to a more disabled 
population as no study used a case definition for ME and only one study analyzed patients 
fulfilling the London ME (Dowsett, 1994) case definition and may have been underpowered to 
detect a difference.121 Whether these effects can be sustained is uncertain as benefit was no 
longer seen in one trial that evaluated patients 5 years later. In addition, trials used various 
measures to detect change making it difficult to compare results and few trials reported the 
clinical significance, if available, of the improvement in scores. Recovery has rarely been tested 
and measurements used to determine effectiveness may be overestimating the effect and not 
reflective of true recovery. Harms were rarely reported Only one large trial (n=630), the PACE 
trial, reported significantly less harms in the CBT group.
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Figure 3. Meta-analysis of mean changes in SF-36 physical function subscale scores for CBT compared with controls 

 
*Using support as the comparison 
†Using usual care as the comparison 
‡ Using adaptive pacing as the comparison 
Abbreviations: CBT= cognitive behavioral therapy CI= confidence interval; N= sample size; SF-36= Short Form 36-item survey. 
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Table 5. Trials of counseling and behavioral therapies for ME/CFS 
Author, Year 
Study Type 
N 
Quality Case Definition 

Duration/ 
Followup Interventions 

Overall Effect 
Intervention A vs. Intervention B vs. Intervention C, etc. 

Bazelmans, et al., 
2005100 
Nonrandomized trial 
N=65 
Fair 

CDC (Fukuda, 
1994) 

6 months A. Group CBT 
B. Wait list control 

Function:  
Functional impairment improved in control group on SIP-8 at 6 months, mean 
change in scores from baseline: 29 vs. -293; p=0.004 
Fatigue: CIS: NS 
Employment: 
Hours worked/week: NS 
Harms: Not reported 

Burgess, et al., 2012101 
N=43 
Fair 

CDC (Fukuda, 
1994) and Oxford 
(Sharpe, 1991) 
criteria 

12 months A. Face-to-face  
B. Telephone  

Function:  
SF-36 physical functioning subscale: NS for between groups; p=0.043 for change 
from baseline for both groups 
Fatigue: 
Chalder Fatigue Scale scores: NS 
Employment: 
Work and social adjustment scale scores: NS for between groups; p=0.013 for 
change from baseline for both groups 
Other:  
Global improvement score of “much better or very much better” at 6 and 12 months 
were higher in the face-to-face group: 60% (15/25) vs. 40% (8/20), 12 months: 57% 
(13/23) vs. 55% (11/20)’ p=NR  
Harms: Not reported 
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Table 5. Trials of counseling and behavioral therapies for ME/CFS (continued) 
Author, Year 
Study Type 
N 
Quality Case Definition 

Duration/ 
Followup Interventions 

Overall Effect 
Intervention A vs. Intervention B vs. Intervention C, etc. 

Deale, et al., 1997102 
N=60 
Deale, et al., 2001103 
N=53 
Fair 

Oxford (Sharpe, 
1991) and United 
States 
(Schluederberg, 
1992) criteria 

Deale, 1997: 
6 months 
 
Deale, 2001: 
5 years 

A. CBT  
B. Relaxation  

Function:  
% With good outcome on SF-36 physical functioning subscale better in CBT group 
at 6 months: 63% (19/30) vs. 17% (5/30); difference of 46% (95% CI, 24 to 68), 
p<0.001 
5 year followup: NS 
Functioning rating by assessor at 3 months as “better or much better” higher in 
CBT group: 80% (20/25) vs. 26% (6/23); p<0.001 
Fatigue:  
Fatigue rating by assessor at 3 months as “better or much better” higher in the CBT 
group: 72% (18/25) vs. 17% (4/23); p<0.001 
Non-cases of fatigue (score <4 on Chalder Fatigue Scale) at 6 months higher in the 
CBT group: 63% (17/27) vs. 15% (4/26); p=0.001 
5 year followup: NS 
Employment: 
Work and social adjustment scale subscale scores better in CBT at 6 months, 
mean (SD): 3.3 (2.2) vs. 5.4 (1.8) p<0.001, between group differences over time  
Hours worked per week at 5 years was higher in CBT group, mean (SD): 35.57 
(8.11) vs. 24.00 (4.97); p<0.04 
% With full- or part-time employment at 5 year followup: NS 
Other:  
Global improvement rating “better or much better” higher in the CBT group at 6 
months: 70% (19/27) vs. 31% (8/26); p<0.01 
Global improvement rating “better or much better” higher in the CBT group at 5 
years: 68% (17/25) vs. 36% (10/28); p=0.05 
Outcomes at 5 year followup: 
Symptoms “steadily improved” not “consistently absent’ or “mild” higher in the CBT 
group: 68% (17/25) vs. 43% (12/28); p=0.05 
Complete recovery higher in the CBT group: 24% (6/25) vs. 4% (1/28); p=0.04 
No relapses higher in the CBT group: 36% (9/25) vs. 7% (2/28); p=0.02 
Fewer number of relapses in CBT group, mean (SD): 2.58 (2.21) vs. 4.08 (1.55); 
p<0.01 
No longer meeting U.K criteria for CFS: 52% (13/25) vs. 39% (11/28); p=NS 
Harms: Not reported 

Goudsmit, et al., 
2009104 
N=44 
Poor 

Oxford (Sharpe, 
1991) criteria 

6 months A. Counseling  
B. Wait list  

Function: 
Functional impairment scale scores: NS 
Fatigue: 
Profile of fatigue-related symptoms scale scores better in counseling group at 6 
months, mean (SD): 2.68 (1.41) vs. 3.84 (1.40); p=0.04 
Harms: Not reported 
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Table 5. Trials of counseling and behavioral therapies for ME/CFS (continued) 
Author, Year 
Study Type 
N 
Quality Case Definition 

Duration/ 
Followup Interventions 

Overall Effect 
Intervention A vs. Intervention B vs. Intervention C, etc. 

Jason, et al., 2007108 
  
Jason, et al., 2009106 
  
Hlavaty, et al., 2011105 
N=114 
Fair 
 
Same study as on 
Table 7 

CFS 
Questionnaire, 
psychiatric 
assessment for 
DSM-IV 
diagnosis, and 
medical 
assessment 

12 months A. CBT  
B. COG 
C. ACT 
D. Relaxation  

Function:  
Functional scores better in CBT, COG, and relaxation group than ACT on SF-36 
physical functioning subscale scores at 12 months, mean (SD): 58.64 (30.44) vs. 
61.09 (23.74) vs. 39.72 (27.63) vs. 61.20 (27.70) p<0.01, for CBT and COG over 
time vs. ACT over time 
Comparison by energy envelope for those who stayed within envelope vs. outside 
envelope at 12 months: 65 vs. 43, change at 12 months from baseline: 17 vs. 0; 
p=0.03 
Comparison by homework compliance level, change in score at 12 months from 
baseline: 6.99 (19.30) vs. 7.55 (18.85) vs. 17.50 (18.09); p=NR 
% Achieving clinically significant improvement: NS 
Fatigue: 
Fatigue scores better in CBT group for FSS scores at 12 months, mean (SD): 5.37 
(1.19) vs. 5.87 (1.01) vs. 5.77 (1.43) vs. 5.62 (1.06); p=NR 
Comparison by energy envelope for those who stayed within envelope vs. outside 
envelope at 12 months was 5.3 vs. 6.3 Change at 12 months from baseline: -0.9 
vs. 0.1; p<0.01 
The comparison by homework compliance level, change in score at 12 months 
from baseline: -0.17 (0.73) vs. -0.51 (1.00) vs. -0.54 (1.09); p=NR 
Quality of life: 
Quality of life slightly better in COG group based on QLS scores at 12 months 
mean (SD): 69.10 (18.99) vs. 72.52 (10.84) vs. 63.00 (13.86) vs. 72.00 (19.70); 
p=NR 
Employment:  
% Employed at 12 month followup: NS 
Harms: Not reported 

Jason, et al., 2010107 
N=30 
Poor 

CDC (Fukuda, 
1994) criteria 

4 months A. Buddy counseling  
B. Control, no 
treatment for 4 
months 

Function: 
SF-36 physical functioning subscale: NS 
Fatigue: 
FSS scores better in buddy counseling group at 4 months, mean (SD): 52.9 (10.5) 
vs. 59.4 (3.7); p=0.04 
SF-36 vitality subscale scores better in buddy counseling group at 4 months, mean 
(SD): 29.3 (13.9) vs. 24.7 (9.7); p<0.05 
Harms: Not reported 
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Table 5. Trials of counseling and behavioral therapies for ME/CFS (continued) 
Author, Year 
Study Type 
N 
Quality Case Definition 

Duration/ 
Followup Interventions 

Overall Effect 
Intervention A vs. Intervention B vs. Intervention C, etc. 

Knoop, et al., 2008109 
  
Tummers, et al., 
2010115 
N=169 
Fair 

CDC (Fukuda, 
1994) criteria 

6-12 months 
depending 
on length of 
treatment 

A. Self-instruction  
B. Wait list control  
 
Tummers, 2010 
A. Stepped care  
B. Usual care  

Function (Knoop):  
SF-36 physical functioning subscale better in self-instruction group at second 
assessment, mean (SD): 65.9 (23.2) vs. 60.2 (23.7); p=0.011 
Functional impairment SIP-8 scores worse in self-instruction group at second 
assessment, mean (SD): 1,515 (545) vs. 1,319 (619); p<0.001 
Tummers, 2010 additional stepped care vs. usual care analysis 
Fatigue (Knoop):  
CIS fatigue severity scores better in self-instruction group at second assessment, 
mean (SD): 38.9 (12.1) vs. 46.4 (8.7); p<0.001 
% With reduction in CIS fatigue severity scores higher in self-instruction group: 
27% (23/84; 95% CI 18 to 37) vs. 7% (6/85; 95% CI 2 to 13); OR 4.9 (95% CI, 1.9 
to 12.9); p<0.001 
Function: SF-36 physical functioning subscale: NS 
Fatigue: 
CIS fatigue severity scores: NR 
% With reduction in CIS fatigue severity scores: NR 
Other:  
Number of CBT sessions for stepped care vs. usual: 10.9 (4.4) vs. 14.5 (5.3); 
p<0.01 
Median minutes in sessions (range): 420 (120-1,440) vs. 720 (120-2,040); p=0.01 
Harms: Not reported 

Lopez, et al., 2011110 
N=58  
Poor 

CDC (Fukuda, 
1994) criteria 

3 months (12 
weeks) 

A. Group CBT  
B. Control, 1 session 
of psychoeducation 
summarizing 
strategies  

Fatigue:  
POMS-Fatigue subscale: NS 
Quality of life:  
Category scores with lower scores indicating better health after treatment better in 
group CBT, mean (SD): 2.81 (1.15) vs. 3.26 (0.87); p=0.02 
Raw score after treatment: 1.17 (1.83) vs. 0.82 (1.37); p=0.05 
T score after treatment: 39.28 (14.17) vs. 36.42 (10.56); p=0.05 
Harms: Not reported 
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Table 5. Trials of counseling and behavioral therapies for ME/CFS (continued) 
Author, Year 
Study Type 
N 
Quality Case Definition 

Duration/ 
Followup Interventions 

Overall Effect 
Intervention A vs. Intervention B vs. Intervention C, etc. 

O’Dowd, et al., 2006112 
N=153  
Fair 

CDC (Fukuda, 
1994) criteria 

12 months A. Group CBT  
B. Group support  
C. Usual care  

Function: 
Normal walking speed higher in CBT group on mean incremental shuttle walking 
test; at 6 and/or 12 months: 11.58 (0.71) vs. 9.82 (0.53) vs. 8.76 (0.47); p=0.006 
Difference between groups from baseline to 12 months for CBT vs. support: 1.77 
(95% CI, 0.025 to 3.51); p=0.0055 
Difference between groups from baseline to 12 months for CBT vs. usual care: 
2.83 (95% CI, 1.12 to 5.53); p=0.0055 
SF-36 physical functioning subscale: NS  
Fatigue:  
Fatigue difference between groups from baseline for CBT vs. support at 12 
months: -3.16 (95% CI, -5.59 to -0.74); p=0.011  
Fatigue difference between groups from baseline for CBT vs. usual care at 12 
months: -2.61 (95% CI, -4.92 to -0.30); p=0.027 
Quality of life: Health related quality of life utility scores: NS 
Harms: Not reported 

Sharpe, et al., 1996113 
N= 60 
Good 

Oxford (Sharpe 
1991) criteria 

12 months A. CBT  
B. Usual care 

Function:  
Functional scores of ≥80 on KPS better in CBT group at 12 months: 73% (22/30) 
vs. 27% (8/30); difference of 47% (95% CI, 24 to 69) 
Improvement of ≥10 points on KPS better in CBT group at 12 months: 73% (22/30) 
vs. 23% (7/30); difference of 50% (95% CI 28 to 72%) 
Harms: Not reported 

Taylor, 2004114 
N=47 
Good 

CDC (Fukuda, 
1994) criteria 

12 months A. Counseling  
B. Wait list 

Quality of life:  
QLI scores better in counseling group at 12 months, mean (SD): 15.7 (3.7) vs. 14.6 
(4.1); mean change from baseline: 2.6 vs. 0.6; p<0.05 
Health and function subscale at 12 months: 14.1 (1.7) vs. 13.6 (1.8) 
Social and economic subscale at 12 months: 15.6 (0.8) vs. 15.5 (0.9) 
Psychological and spiritual subscale at 12 months: 15.5 (1.1) vs. 15.1 (1.2) 
Family subscale at 12 months: 15.6 (0.8) vs. 15.5 (0.9); mean change from 
baseline: 0.2 vs. -0.2; p<0.05 
Harms: 
None withdrew due to harms, otherwise NR 
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Table 5. Trials of counseling and behavioral therapies for ME/CFS (continued) 
Author, Year 
Study Type 
N 
Quality Case Definition 

Duration/ 
Followup Interventions 

Overall Effect 
Intervention A vs. Intervention B vs. Intervention C, etc. 

Tummers, et al., 
2012116 
N=111 
Good 

CDC (Fukuda, 
1994) criteria 

6 months A. Self-instruction 
B. Wait list 

Function:  
SF-36 physical functioning subscale (main analysis): NS 
Of those within the disabled range at baseline (SF-36 physical functioning subscale 
score ≤70, n=99), those in the self-instruction group improved more at the second 
assessment, mean change from baseline: 18.5 vs. 9.6, difference: 9.05 (95% CI, 
0.2 to 17.9); p<0.05 
Fatigue: 
Fatigue severity scores better in self-instruction group on CIS fatigue scale at 
second assessment, mean (SD): 39.6 (14.1) vs. 48.3 (8.1); p<0.01 
% With reduction in CIS fatigue severity scores: 33% (18/55) vs. 9% (5/56); OR 5.0 
(95% CI, 1.69 to 14.57) 
Of those within the disabled range at baseline (SF-36 physical functioning subscale 
score ≤70, n=99), those in the self-instruction group improved more at the second 
assessment, mean change from baseline: -12.4 vs. -2.4; difference: -9.9 (95% CI, -
5.4 to -14.3); p<0.01 
Harms: Not reported 

Tummers, et al., 
2013117 
 
 “See Knoop, 2008 and 
Tummers, 2012” (Fair) 
 
Secondary analysis of 
Knoop, et al., 2008 & 
Tummers, et al., 2012 
combined 

CDC (Fukuda, 
1994) criteria 

6-12 months 
(based on 
the RCTs) 

A. Self-instruction 
B. Wait list 

Fatigue:  
Interaction tests for potential moderators from linear regression models (95% CI): 
Age (years): 0.15 (0.01 to 0.045); p<0.05 
Depression: 0.15 (0.04 to 1.95); p=0.04 
Avoidance of activity: 0.17 (0.03 to 1.78); p=0.04 
Perpetuating factors: self-efficacy: NS, somatic attribution: NS, focus on bodily 
symptoms: NS 
Interaction tests for potential moderators from logistic regression models (95% CI): 
Avoidance of activity: 1.34 (1.03 to 1.74); p=0.03  
Depression: 1.40 (1.08 to 1.82); p=0.01 
Age (years): NS 
Perpetuating factors: self-efficacy: NS, somatic attribution: NS, focus on bodily 
symptoms: NS 
Harms: Not reported 
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Table 5. Trials of counseling and behavioral therapies for ME/CFS (continued) 
Author, Year 
Study Type 
N 
Quality Case Definition 

Duration/ 
Followup Interventions 

Overall Effect 
Intervention A vs. Intervention B vs. Intervention C, etc. 

Wearden, et al., 
2010118 
FINE Trial 
Wearden, et al., 
2012119 
  
Wearden, et al., 
2013120 
N=257  
Good 

Oxford 
(Sharpe,1991) 
criteria  

4.5 months 
(18 weeks) 
treatment; 
17.5 months 
(70 weeks) 
total followup 

A. Pragmatic rehab 
B. Supportive 
listening  
C Usual care  

Function: 
Functional scores better in usual group on SF-36 physical functioning subscale at 
20 weeks, mean (SD): 39.94 (25.21) vs. 33.28 (22.94) vs. 40.27 (26.45); treatment 
effect estimate -7.54; 95% CI, -2.96 to -0.11; p=0.035 for supportive listening vs. 
usual care 
At 70 weeks: NS 
Fatigue:  
Chalder Fatigue Scale scores at 70 weeks: NS 
Significant regression coefficients for interaction between putative moderators and 
treatment: 
HADS baseline depression score: -0.67 (95%, CI -1.25 to -0.10); p=0.022 
HADS baseline total score: -0.30 (95% CI, -0.58 to -0.02); p=0.039 
EQ-5D self-care scale, those with severe problems: -28.72 (95% CI, -32.14 to -
25.31); p<0.001 
Significant regression coefficients to predict change in Chalder Fatigue Scale 
scores: 
Age: -0.10 (95% CI, -0.19 to -0.003); p=0.044 
Duration of illness: -0.01 (95% CI, -0.02 to -0.003); p=0.008 
EQ-5D mobility scale; those with severe problems: -2.95 (95% CI, -5.51 to -0.40); 
p=0.024 
Harms: 
Overall: 4 (herpes simplex infection, attempted suicide, bleeding peptic ulcer, and 
recurrence of cancer; all deemed unrelated to interventions) 
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Table 5. Trials of counseling and behavioral therapies for ME/CFS (continued) 
Author, Year 
Study Type 
N 
Quality Case Definition 

Duration/ 
Followup Interventions 

Overall Effect 
Intervention A vs. Intervention B vs. Intervention C, etc. 

White, et al., 2011121 
PACE Trial 
N=480 
Good 
 
Same study as on 
Table 6 and 7 

Oxford (Sharpe, 
1991) criteria 

13 months 
(52 weeks) 

A. CBT  
B. APT  
D Usual care 

Function: 
Functional scores better in CBT group on SF-36 physical functioning subscale at 
52 weeks, mean (SD): 58.2 (24.1) vs. 45.9 (24.9) vs. 50.8 (24.7) 
Mean difference CBT vs. APT at 52 weeks (95% CI): 10.5 (5.4 to 15.6) p=0.0002  
Mean difference CBT vs. usual care at 52 weeks (95% CI) : 7.1 (2.0 to 12.1) 
p=0.0068  
% Improved from baseline (by ≥8 points) was higher in CBT group: 71% (105/148) 
vs. 49% (75/153) vs. 58% (88/152) 
6MWT: NS 
Fatigue: 
Fatigue scores better in CBT group on Chalder Fatigue Scale at 52 weeks, mean 
(SD): 20.3 (8.0) vs. 23.1 (7.3) vs. 23.8 (6.6) 
Mean difference CBT vs. APT at 52 weeks (95% CI): -2.7 (-4.4 to -1.1) p=0.0027 
Mean difference CBT vs. usual care at 52 weeks (95% CI): -3.4 (-5.0 to -1.8) 
p=0.0001  
% Improved from baseline (by ≥2 points) was higher in the CBT group: 76% 
(113/148) vs. 65% (99/153) vs. 65% (98/152) 
Employment: 
Work and social adjustment scale scores better in CBT group at 52 weeks, mean 
(SD): 21.0 (9.6) vs. 24.5 (8.8) vs. 23.9 (9.2); p=0.0001 for CBT vs. control and CBT 
vs. APT  
Other:  
More with positive change in CBT group on self-rated CGI at 52 weeks: 41% 
(61/147) vs. 31% (47/153) vs.25% (38/152) 
Minimum change: 52% (77/147) vs63% (96/153) vs.66% (100/152) 
Negative change: 6% (9/147) vs. 7% (10/153) vs. 9% (14/152)  
The positive change vs. negative change, OR (95% CI) 
CBT vs. APT: 1.7 (1.0 to 2.7) p=0.034 
CBT vs. usual care: 2.2 (1.2 to 3.9) p=0.011 
Harms: 
Number of nonserious adverse events: 848 vs. 949 vs. 977, p=0.0081 for CBT vs. 
APT and p=0.0016 for CBT vs. control 
% with physical function worse: 9 (15/161) vs. 25 (39/159) vs. 18 (28/160); 
p=0.0007 
% With ≥1 nonserious adverse event: NS 
% With serious adverse events: NS 
% With serious adverse reactions: NS 

Abbreviations: 6MWT=6 minute walk test; ACT= anaerobic activity therapy; APT= adaptive pacing therapy; CBT= cognitive behavioral therapy; CDC= Centers for Disease 
Control and Prevention; CFS= chronic fatigue syndrome; CI= confidence interval; CIS= Checklist of Individual Strength; COG= cognitive therapy; DSM-IV= Diagnostic and 
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Statistical Manual fourth edition; FSS= fatigue severity scale; HADS= Hospital Anxiety and Depression Scale; KPS= Karnofsky Performance Scale; N= sample size; NR= not 
reported; NS= not significant; OR= odds ratio; POMS= Profile of Mood States; QLI= Quality of Life Index; QLS= Quality of life scale; RCT= randomized controlled trial; SD= 
standard deviation; SF-36= 36-item Short Form Survey; SIP-8= Sickness Impact Profile 8-Items; U.K.= United Kingdom; vs. = versus. 
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Exercise Therapies 
One good-quality121 and five fair-quality randomized trials compared one form of exercise 

with another form of exercise, standard medical care, adaptive pacing, or placebo (Table 6 
below; Tables G4 and H2).90,125-128 Studies were conducted in the United Kingdom,90,121,125,128 
United States,108 New Zealand,127 and China126 and enrolled patients based on the CDC (Fukuda, 
1994) criteria108,126-128 or the Oxford (Sharpe, 1991) criteria.90,121,125 The majority of patients 
were female (range 68 to 82%), mean ages of 37 to 48 years, with mean duration of illness 
ranging from 28 to 36 months when reported.90,121,125,127 All were intended to target symptoms of 
ME/CFS. Major limitations of studies include dissimilarity of groups,125,127 high loss to 
followup,128 lack of intention-to-treat analysis of outcomes,128 and unclear or inadequate 
blinding.90,121,125-127 One trial was funded by a ME/CFS network and all other trials were funded 
by research agencies or trusts. GET was superior to control groups in measures of fatigue, 
clinical impression of change, and function. These findings however cannot be generalized to all 
patients with ME/CFS as no study enrolled patients whereby PEM was a diagnostic requirement 
(ME case definitions) and only one study performed a subgroup analysis to determine if similar 
results were found in patients meeting the diagnosis of ME. Recovery was only evaluated in one 
study and the clinical significance/meaningfulness of the results is questionable as several of the 
thresholds used to gauge recovery were lower than a normal population. The harms of exercise 
may be underestimated as it has been inadequately evaluated and reported particularly in patients 
with specific symptom subsets (i.e., PEM, autonomic dysfunction). Qigong exercise may be 
beneficial based on one small trial and home orthostatic training was ineffective based on one 
small trial but the evidence is insufficient without replication.  

Graded Exercise Therapy 
The effectiveness of GET compared with control groups (usual care, placebo, placebo 

exercise, adaptive pacing) was studied in four trials.90,121,125,127 The largest of these was the 
PACE trial, a 12 month good-quality 4-arm trial that included a comparison of GET (n=159) 
with adaptive pacing (n=159) and usual care (n=157), and measured outcomes of fatigue 
(Chalder Fatigue Scale), function (SF-36 physical function subscale), clinical global impression 
of change, and work impairment (Work and Social Adjustment Scale).121 The CBT arm is 
discussed in the Cognitive and Behavioral Therapies and Head-to-Head/Combination Therapies 
Sections. Patients were selected from multiple specialty care centers in the United Kingdom and 
were eligible based on meeting the Oxford (Sharpe, 1991) criteria as well as having a Chalder 
Fatigue Scale score of 6 or greater (of possible 11) and SF-36 score of 60 or less (of possible 
100) which was subsequently changed to 65 or less to increase enrollment. GET consisted of a 
maximum of 15 sessions including education and a negotiated exercise plan with incremental 
activity increases aimed at 30 minutes of light exercise 5 times a week, delivered by physical 
therapists or exercise physiologists. Adaptive pacing consisted of a maximum of 15 sessions of 
therapy aimed at achieving optimum adaptation to the illness through activity pacing and advice 
to avoid activities that demand more than 70 percent of patient’s perceived energy, and was 
delivered by occupational therapists. Usual care was provided by physicians specializing in 
ME/CFS. Compared with the usual care group and the adaptive pacing therapy group, at 1 year 
the GET groups reported statistically significantly better fatigue scores (mean difference GET vs. 
usual care: -3.2; 95% CI, -4.8 to -1.7; p=0.0003; GET vs. adaptive pacing therapy: -2.5; 95% CI, 
-4.2 to -0.9; p=0.0059), functioning scores (mean difference GET vs. usual care: 9.4; 95% CI, 

54 



4.4 to 14.4; p=0.0005; GET vs. adaptive 12.8; 95% CI, 7.7 to 17.9; p<0.0001), and work 
impairment scores (mean score: 20.5 GET vs. 23.9 usual care, p<0.001; GET vs. 24.5 adaptive 
pacing therapy, p<0.001). GET groups reported greater improvement on the self-rated CGI at 1 
year compared with both the usual care and adaptive pacing therapy groups (OR of positive 
change vs. negative change for GET vs. usual care: 2.0; 95% CI, 1.2 to 3.5; p=0.013; GET vs. 
adaptive pacing therapy: 1.5; 95% CI, 1.0 to 2.3; p=0.028). They also found improvement in the 
6-minute walk test distance across all groups at 52 weeks but a significantly greater improvement 
in the GET group (+ 35.3 m, p<0.001 vs. usual care; +41.0 m, p<0.001 vs. adaptive pacing). 
Symptoms of PEM were lower in the exercise group compared with both usual care (OR 0.5, 
p=0.003) and adaptive pacing (OR 0.5, p=0.004). The authors performed a sensitivity analysis 
for those patients who fulfilled the CDC (Reeves, 2003) criteria (n=321) and for those patients 
who fulfilled the London ME (Dowsett, 1994) criteria (n=245) and found similar results for the 
outcomes of fatigue and function. The investigators also considered the outcome of recovery, 
described above in the Counseling and Behavioral Therapies Section.123 Although trial recovery 
remained low for all treatment arms (<25%), they found GET to be superior to adaptive pacing 
(OR 3.38; 95% CI, 1.65 to 6.93) and usual care (OR 3.71; 95% CI, 1.78 to 7.74), with similar 
results for clinical recovery.123 Nonserious adverse events (whether or not related to treatment) 
were reported often and were similar between groups (usual care: 977; adaptive pacing therapy: 
949; GET: 992). Although serious adverse events were uncommon, there were more reported in 
the GET group (17) than the usual care group (7), p=0.04. Although there was a significant 
difference in deterioration of physical function across treatment arms (adaptive pacing 25% vs. 
usual care 18% vs. GET 11%, p<0.001), there were no differences in serious deterioration 
defined by a composite score of reduced function, worsening clinical global impression, 
withdrawal rates, and serious adverse reactions due to the treatment.121,122 There were no 
differences in harms attributable to the treatment received.  

As discussed above, the PACE trial may be exposed to risk of observer bias by not blinding 
the research assessors, and attention bias given the total number of visits by participants were 
greater in the GET (16) and adaptive pacing (16) groups compared to the usual care group (5). 
Additionally, patients are educated that they will improve with GET which can add an 
expectation bias in the direction of improvement.  

A smaller fair-quality trial conducted in New Zealand and of shorter duration found similar 
results on outcomes of fatigue and CGI, but did not find improvement in the physical function 
subscale of the SF-36. This was a 12-week trial with 6-month followup comparing GET with 
standard medical care (n=49) and enrolled patients meeting the CDC (Fukuda, 1994) criteria.127 
Exercise consisted of treadmill walking starting at 10 to 15 minutes, 4 to 5 times per week at a 
heart rate of 40 percent of VO2 max (50% maximal heart rate) and increased by 3 to 5 minutes 
per week for the first 6 weeks and then by an increase in heart rate by 5 beats per minute per 
week with a goal of achieving 30 minutes of exercise at 70 percent VO2 maximum (80% 
maximal heart rate) at 12 weeks.127 The primary outcome was the CGI, which was significantly 
improved in the GET group compared with the standard medical care group at 12 weeks (55% 
rated as much or very much better compared with 24% of the control, p=0.04). Sixty-eight 
percent of patients rated their exercise therapy as ‘effective’ or ‘highly effective.’ Compared with 
standard therapy, GET showed improvement in all of the secondary fatigue outcomes at 12 
weeks (Chalder Fatigue Scale scores; total score: -10.54 vs. -0.94, p=0.02; physical fatigue 
subscale: -6.64 vs. -0.34, p=0.02; mental fatigue subscale: -3.90 vs. 0.60, p=0.03), but showed no 
difference in the SF-36 physical functioning subscale (15.95 vs. 9.35, p=0.49). In their intention-
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to-treat analysis with a 12 percent dropout rate (3 per group), neither the Chalder Fatigue Scale 
mental fatigue subscale nor SF-36 physical functioning subscale were significant.127 Notably, the 
GET group was younger (mean age 37 vs. 45 years) and had a shorter duration of illness (2.7 vs. 
5.0 years). They received 77 percent of the questionnaires at the 6 month followup and found 
sustained improvement on the CGI and the Chalder Fatigue Scale physical fatigue whereas the 
Chalder Fatigue Scale mental fatigue subscale scores showed no difference between groups at 6 
months.127 They also considered physiological assessment of fitness with incremental testing on 
a treadmill to determine maximum aerobic capacity (VO2 peak) and found no difference between 
groups, however, complete data were only available for just over half (65%) the sample as many 
patients refused to have a second test due to perceived harm from the initial testing (10 of 49, 
20%), or stopped prior to maximal effort (5 of 49, 10%), while the equipment failed on two 
patients.  

An earlier fair-quality 12-week trial conducted in the United Kingdom found similar results 
for CGI, measures of fatigue, and function measured by the SF-36 when comparing GET with 
flexibility exercises.125 Sixty-six patients fulfilling the Oxford (Sharpe, 1991) criteria and 
without concurrent psychiatric or insomnia disorders attended weekly sessions in which they 
were prescribed a home program consisting of either exercise (primarily walking) or stretching 
and relaxation to be performed 5 days per week. The initial exercise prescription consisted of 5 
to 15 minutes of aerobic exercise at an intensity of 40 percent of peak oxygen consumption (50% 
maximum heart rate) to be increased by 1 or 2 minutes to a maximum of 30 minutes. Once 
achieved, the intensity was then increased to a maximum of 60 percent of peak oxygen 
consumption, as monitored by heart rate. If fatigue increased, patients were advised to maintain 
the same level of exercise until fatigue lessened. The flexibility and relaxation group started at 10 
minutes of stretching/relaxation and were advised to increase to a maximum of 30 minutes while 
avoiding any extra physical activities. A greater number of patients in the GET group reported 
“much” or “very much” improvement on the CGI (16 of 29, 55% vs. 8 of 30, 27%; p=0.05).125 
Intention-to-treat analysis including seven patients who dropped out (4 exercise, 3 
flexibility/relaxation) found similar results (17 of 33 vs. 9 of 33, p=0.04). They also evaluated 
changes in fatigue using various measures and found significant improvement on all measures 
with the exception of the mental fatigue subscale of the Chalder Fatigue Scale based on 
differences in means (Chalder Fatigue Scale total score: -8.40 vs. -3,10, p<0.01; VAS total 
fatigue score [normal=200]: -59 vs. -39, p=0.04; VAS physical fatigue score [normal=100]: -31 
vs. -23, p<0.01; VAS mental fatigue score [normal=100]: not significant). Improvement was also 
noted in function based on SF-36 total scores (137 vs. 84, p=0.05) and physical function score 
(47.5 vs. 8.0, p=0.01). Although they reported a significant difference in the SF-36 general health 
score between groups at 12 weeks, there was a difference between the groups at baseline with the 
change being similar (4.0 vs. 4.0). Differences were also noted in peak oxygen consumption, 
mean heart rate during submaximal treadmill testing, and mean submaximal perceived exertion 
score favoring the exercise group (13% vs. 6%; 143 beats per minute, SD 13 vs. 150 beats per 
minute, SD 13; 14.5, SD 3.4 vs. 16.2, SD 2.8, respectively). Twenty-three of thirty patients in the 
flexibility/relaxation group were allowed to crossover to the exercise intervention at 12 weeks. 
One dropped out due to an unrelated condition and of the 22 who completed the program, 54 
percent (12 of 22) rated themselves as better. At 1 year they found persistent improvement in 
measures of function with 66 percent (31 of 47) of those working or studying at least part time 
compared with only 39 percent (26 of 66) at baseline (95% CI, 9% to 44%).  
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A final fair-quality 4-arm study (n=136) enrolled 136 patients fulfilling the Oxford (Sharpe, 
1991) criteria and compared fluoxetine with GET, placebo, or a combination of GET and 
fluoxetine, followed them for 6 months, and measured fatigue using the Chalder Fatigue Scale 
(14-item) and functional capacity measuring the amount of oxygen consumed in the final minute 
of exercise per kg of body weight.90 Attrition was highest in the combination group (42%), but 
was also high in the individual intervention groups (32% in fluoxetine group and 29% in GET 
group), while the control group had lower attrition (17%). Adherence was not reported in 
considering only the results of the GET (n=34) versus placebo (n=34) arms, after 6 months of 
treatment there was greater improvement in fatigue (-5.7 vs. -2.7) and more non-cases of fatigue 
(Chalder score <4) in the exercise interventions (18% vs. 6%). The exercise interventions 
showed an improvement in functional capacity, with a mean change from baseline at 6 months of 
2.8 ml O2/kg per minute (95% CI, 0.8 to 4.8). The exercise arm had a greater number of 
withdrawals compared with placebo (11 of 34, 32% vs. 5 of 34, 15%). 

Pooling of three of these studies found a significant improvement in CGI (RR 1.58; 95% CI, 
1.25 to 1.98, Figure 4), and SF-36 physical function subscale (weighted mean difference 10.29; 
95% CI, 6.71 to 13.88, Figure 5).121,125,127 Due to the variability in how the Chalder Fatigue Scale 
was used across studies, these results could not be pooled.  

Qigong Exercise 
Qigong exercise was compared with no qigong exercise in a 4-month randomized trial in 

China. Patients 18 to 55 years and meeting the Oxford (Sharpe, 1991) criteria were recruited 
through online or newspaper advertising in Hong Kong (n=137).129 Those randomized to the 
exercise group received group qigong twice weekly for 5 weeks (2 hours of education, 
relaxation, stretching, and 1 hour of qigong training per session) followed by 12 weeks of home 
based qigong (30 minutes per day). The control group was asked to refrain from qigong exercise. 
Attrition was 19 percent and similar between groups. Improvement was reported in the Chalder 
Fatigue Scale total score (mean change: -13.1 vs. -6.6, p<0.001), physical fatigue subscale score 
(mean change: -8.8 vs. -3.8, p<0.001), and mental fatigue subscale score (mean change: -4.4 vs. -
2.8, p=0.01) in both groups with a significantly greater improvement in the qigong exercise 
group.129 No change was noted in the SF-36 physical function subscale score (3.2 vs. 2.1, 
p=0.48) in a smaller subgroup that were also being tested for telomerase activity (n=64).126  

Home Orthostatic Training 
Home orthostatic training (40 minutes of standing against a wall with their heels 15 cm from 

the wall) was compared with a sham home exercise program (10 minutes of wall standing while 
performing intermittent calf contractions) in a fair-quality 6-month trial of 38 patients fulfilling 
the CDC (Fukuda, 1994) criteria.128 No differences in fatigue as measured by the fatigue impact 
score in those who completed the trial and submitted a final questionnaire (n=25). At 6 months, 
the sham group had a significantly greater drop in blood pressure when standing compared with 
the intervention group (-6 mmHg; 95% CI, 0.0 to 12.6, p=0.05), but the clinical significance of 
this was not reported. Of note, they did not perform any subgroup analysis to determine if 
differences existed in those with subjective autonomic symptoms at baseline. 

Summary of Exercise Therapies 
In summary, compared with control groups, there is moderate strength of evidence that GET 

improved function (weighted mean difference on SF-36 physical function (10.29; 95% CI, 6.71 
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to 13.86), and global change scores (RR 1.54; 95% CI, 1.26 to 1.89), and low strength of 
evidence that GET improved fatigue in ME/CFS patients fulfilling the Oxford (Sharpe, 1991) 
and/or CDC (Fukuda, 1994) criteria. However, subgroup analysis was inadequate to determine 
whether these benefits extend to patients with more disability meeting the criteria for ME. 
Although qigong exercise was found to improve some measures of fatigue, and orthostatic 
training did not change measures of fatigue, the studies were small and with methodological 
limitations which leaves uncertainty in the results. Harms were not well reported and although 
total withdrawal rates were similar in three of four trials, the high rate (20%) of patients refusing 
repeat exercise testing in one study, limitations in subgroup analysis throughout, and lack of 
studies using a more disabled population suggest that this outcome has not been adequately 
studied.  
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Figure 4. Meta-analysis of improvement on CGI scale for exercise compared with controls 

 
*Using adaptive pacing as the comparison 
Abbreviations: CGI = Clinical Global Impression of Change Score; CI= confidence interval; N= sample size; RR= relative risk. 
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Figure 5. Meta-analysis of mean changes in SF-36 physical function subscale scores for exercise compared with controls 

 
 

*Using adaptive pacing as the comparison 
Abbreviations: CI= confidence interval; N= sample size; RR= relative risk; SF-36= Short Form 36-item survey. 
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Table 6. Trials of exercise therapies for ME/CFS 
Author, Year 
Study Type 
N 
Quality Case Definition 

Duration/ 
Followup Interventions 

Overall Effect 
Intervention A vs. Intervention B vs. Intervention C, etc. 

Chan, et al., 2013126 
 
Ho, et al., 2012126 
RCT 
N= 52 
Fair 

CDC (Fukuda, 1994) 
criteria 

4 months A. Qigong 
exercise 
B. Control group 

Function: 
SF-12 mental functioning subscale mean (SD): 42.7 (7.2) vs. 35.7 (9.5); 
p=0.001  
SF-12 physical functioning subscale: NS 
Fatigue: 
Chalder Fatigue Scale mean (SD): 26.6 (13.6) vs. 33.2 (6.3); p<0.001 
Physical fatigue scores, Chalder Fatigue Scale mean (SD): 15.9 (8.0) vs. 
20.8 (5.7); p<0.001 
Mental fatigue scores on Chalder Fatigue Scale mean (SD): 10.6 (6.1) 
vs. 12.4 (4.9); p=0.05 
Other:  
Telomerase activity at 4 months (arbitrary unit): 0.178 (0.201) vs. 0.104 
(0.059); p=0.029  
Harms: Not reported 

Fulcher and White, 
1997125  
RCT 
N=59 
Fair 

Oxford (Sharpe, 1991) 
criteria 

3 months (12 
weeks),  
1 year followup 

A. Exercise group 
B. Control group 

Function: 
SF-36 physical functioning subscale mean (SD): 69 (18.5) vs. 55 (21.8); 
p=0.01 
Fatigue: 
Chalder Fatigue Scale mean (SD): 20.5 (8.9) vs. 27.4 (7.4); p=0.004 
Physical fatigue scores better mean (SD): 130 (28) vs. 154 (34); p=0.006 
Other VAS fatigue scores: NS 
Employment: 
working full- or part-time at 1 year followup: 66% (31/47) vs. 39% (26/66); 
95% CI, 9% to 44% 
Other:  
Self-rated CGI scores of “very much better” :: 31% (9/29) vs.7% (2/30), 
p=0.05 
Median (IQR) peak O2 consumption: NS 
Median increase in peak O2 consumption: NS 
Median increase in isometric strength: NS 
Harms: 
Total withdrawals: NS 
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Table 6. Trials of exercise therapies for ME/CFS (continued) 
Author, Year 
Study Type 
N 
Quality Case Definition 

Duration/ 
Followup Interventions 

Overall Effect 
Intervention A vs. Intervention B vs. Intervention C, etc. 

Moss-Morris, et al., 
2005127 
RCT 
N= 49 
Fair 

CDC (Fukuda, 1994) 
criteria 

3 months (12 
weeks),  
6 month followup  

A. Exercise 
group 
B. Control group 

Function: 
SF-36 physical functioning: NS 
Fatigue: 
Chalder Fatigue Scale mean (SD): 13.91 (10.88) vs. 24.41 (9.69); 
p=0.02 
Physical fatigue scores on Chalder Fatigue Scale mean (SD): 7.91 
(7.06) vs. 14.27 (5.75); p=0.02 
Mental fatigue scores on Chalder Fatigue Scale mean (SD): 6.00 (4.06) 
vs. 10.14 (4.27); p=0.03  
Other:  
Self-rated CGI scores of % “much or very much improved” at 6 months: 
54 (12/22) vs. 23.8 (5/21); p=0.04 
Harms: 
Total withdrawals: NS 

Sutcliffe, et al., 
2010128 
RCT 
N= 36 
Fair 

CDC (Fukuda, 1994) 
criteria 

6 months A. Orthostatic 
training  
B. Control group 

Function:  
Mean systolic blood pressure: NS 
Mean heart rate (beats per minute): NS 
Fatigue: 
Mean FIS scores: NS 
Harms: Not reported 

Wearden, et al., 
199890 
N=68 
Fair 
 
Same study as on 
Table 3 and 7 

Oxford (Sharpe, 1991) 
criteria 

6.5 months (26 
weeks) 

A. GET  
B. Placebo 
control* 

Function: 
Functional work capacity based on amount of O2 consumed in the final 
minute of exercise per kg of body weight improved in GET group at 26 
weeks, mean change (95% CI) : 2.8 (0.8 to 4.8) vs. -0.1 (-1.7 to 1.6) 
Effect of exercise on functional work capacity, mean change 0-26 
weeks: 1.9 (95% CI 0.15 to 3.69), p=0.03 
Fatigue:  
Fatigue scores significantly improved in GET group on Chalder Fatigue 
Scale at 26 weeks, mean change from baseline (95% CI): -5.7 (-9.5 to -
1.9) vs. -2.7 (-5.4 to 0.01) 
Non-cases of fatigue on Chalder Fatigue Scale (score <4) at 26 weeks: 
18% (6/33) vs. 6% (2/34), p=0.025 for exercise interventions combined 
vs. control 
Harms: 
Total withdrawals: GET > UC (11/34, 32% vs. 5/34, 15%) 
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Table 6. Trials of exercise therapies for ME/CFS (continued) 
Author, Year 
Study Type 
N 
Quality Case Definition 

Duration/ 
Followup Interventions 

Overall Effect 
Intervention A vs. Intervention B vs. Intervention C, etc. 

White, et al., 2011121 
PACE Trial 
N=479 
Good 
 
Same study as on 
Table 5 and 7 

Oxford (Sharpe, 1991) 
criteria 

13 months (52 
weeks) 

A. GET 
B. APT 
C. Usual care† 

Function:  
SF-36 physical function subscale mean (SD): 57.7 (26.5) vs. 45.9 (24.9) 
vs. 50.8 (24.7) 
Mean difference vs. APT (95% CI): 12.8 (7.7 to 17.9) p<0.001 
Mean difference vs. usual care (95% CI) : 9.4 (4.4 to 14.4) p<0.001 
% Improved from baseline (by ≥8 points): 70% (108/154) vs. 49% 
(75/153) vs. 58% (88/152) 
Fatigue: 
CFS, mean (SD): 20.6 (7.5) vs. 23.1 (7.3) vs. 23.8 (6.6)  
Mean difference vs. APT (95% CI): -2.5 (-4.2 to -0.9) p<0.01 
Mean difference vs. usual care (95% CI): -3.2 (-4.8 to -1.7) p<0.001 
% Improved from baseline (by ≥2 points): 80% (123/154) vs. 65% 
(99/153) vs. 65% (98/152) 
Employment: 
Work and social adjustment scale, mean (SD): 20.5 (9.4) vs. 24.5 (8.8) 
vs. 23.9 (9.2); p<0.001 for GET  
Other:  
CGI positive change: 41% (62/152) vs. 31% (47/153) vs. 25% (38/152) 
CGI negative change: 7% (10/152) vs. 7% (10/153) vs. 9% (14/152) 
Positive change vs. Negative change, OR (95% CI) 
GET vs. APT: 1.5 (1.0 to 2.3) p=0.028 
GET vs. usual care: 2.0 (1.2 to 3.5) p=0.013 
Trial Recovery:  
GET vs. APT (OR 3.38, 95% CI, 1.65 to 6.93)  
GET vs. usual care (OR 3.71, 95% CI, 1.78 to 7.74 
Harms: 
Serious adverse events: GET greater than usual care: 11 % (17/160) 
vs.4% (7/160),p=0.04 
No difference: nonserious adverse events (992 vs. 949 vs. 977), serious 
adverse reactions (1%), serious deterioration (10/160, 6% vs. 13/159, 
8% vs. 15/160, 9%); and total withdrawals (10/160, 6% vs. 11/159, 7% 
vs.14/160, 9%) 

*Comparisons between Fluoxetine and placebo are presented in Table 2 and comparisons with GET + fluoxetine are presented in Table 6. 
†Comparisons for CBT with APT and usual care are presented in Table 3 and comparisons for CBT with GET are presented in Table 6. 
Abbreviations: APT= adaptive pacing therapy; CDC= Centers for Disease control and Prevention; CFS= chronic fatigue syndrome; CGI= Clinical Global Impression Change 
Score; CI= confidence interval; FIS= Fatigue Impact Scale; GET= graded exercise therapy; IQR= interquartile range; kg= kilogram; N= sample size; NR= not reported; NS= not 
significant; O2= oxygen; OR= odds ratio; RCT= randomized controlled trial; SD= standard deviation; SF-36= 36-item Short Form Survey; SF-12= Short Form 12-item Survey; 
UC=usual care; VAS= visual analog scale; vs.= versus. 
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Head-to-Head Comparisons and Combination Therapies 
Four included trials (8 publications) compared either head-to-head interventions or 

combinations of two interventions (Table 7 below; Table G4).90,101,105,106,108,111,121 Three trials (in 
7 publications) compared head-to-head interventions, one comparing CBT with GET and 
adaptive pacing and a usual care group,121 one comparing CBT with cognitive therapy and 
anaerobic activity therapy and relaxation,105,106,108 and one of fluoxetine compared with GET,90 
which also had a group of the combination of fluoxetine plus GET for comparison. The fourth 
trial compared a combination treatment of CBT plus GET with usual care.111 The results for the 
head-to-head- trials that pertain to the comparison of one intervention to another, not a control 
group, on outcomes will be discussed in this section; results based on comparisons with control 
groups, such as GET or CBT were discussed in those previous sections. All trials were designed 
to target symptoms of ME/CFS, not treat the underlying cause. One trial was good-quality121, 
while the other three were rated fair-quality90,101,108,111 (Table H2). Three of the trials were of 
larger size (n>100) and illness duration, when reported, was at least greater than 6 months. Two 
trials used the Oxford (Sharpe, 1991) criteria to identify patients with CFS,90,121 one used the 
CDC (Fukuda, 1994) criteria,111 while the other used a combination of a CFS symptom 
questionnaire, psychiatric assessment, and medical assessment.108 

Adherence was reported in only one trial, which found that participants completed an average 
of 10 out of 13 sessions.108 Attrition was reported in three trials and was relatively high (>20%) 
in one.108 The trial of fluoxetine and GET reported the highest attrition in the combination group 
(42%), followed by the fluoxetine only group (32%), and the GET only group (29%) in 
comparison with the lowest in the placebo group (17%).90 The other two trials reported low 
attrition rates (0.6 to 5%).111,121 

There is low strength of evidence that GET and CBT or cognitive therapy had similar results 
on measures of fatigue and function in one good-quality and two fair-quality head-to-head trials. 
GET was superior to fluoxetine on measures of fatigue and function in one fair-quality trial but 
represents an insufficient strength of evidence given that it was a single study of small sample 
size. Harms were not well reported leaving insufficient evidence, however patients receiving 
GET reported more adverse events compared with CBT, adaptive pacing, or usual care in one 
good-quality trial, and fewer patients in the CBT group reported having serious adverse events 
versus all others combined (6% vs. 11%, p=.03). 121 

The PACE trial described previously was a large 12-month good-quality trial (n=641) 
comparing four interventions: CBT, GET, an adaptive pacing therapy, and a usual care control 
group.121 Attrition was low with only 1.7 percent withdrawing overall and adherence was not 
reported. Compared with the control and adaptive pacing groups, at 1 year the CBT and GET 
groups reported similar improvement in fatigue scores, functioning scores, and work impairment 
scores. Both CBT and GET groups reported greater improvement on the self-rated CGI at 1 year 
compared with both the control and adaptive pacing therapy groups (OR of positive change vs. 
negative change for CBT vs. control: 2.2; 95% CI, 1.2 to 3.9; p=0.011; CBT vs. adaptive pacing 
therapy: 1.7; 95% CI, 1.0 to 2.7; p=0.034; GET vs. control: 2.0; 95% CI, 1.2 to 3.5; p-0.013; 
GET vs. adaptive pacing therapy: 1.5; 95% CI, 1.0 to 2.3; p-0.028). Similar results for fatigue 
and function were found when the data were reanalyzed for those patients fulfilling the CDC 
(Reeves, 2003) criteria (n=427), and London (Dowsett, 1994) criteria (n=329). The investigators 
also considered the outcome of recovery (trial and clinical recovery described earlier).123 They 
found no difference between CBT (32 of 143, 22%) and GET (32 of 143, 22%), both of which 
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were better than adaptive pacing (12 of 149, 8%) and usual care (11 of 150, 7%).123 Harms were 
reported as nonserious and serious adverse events, serious adverse reactions attributed to the 
treatment, and serious deterioration. Nonserious adverse events were reported often; however, 
the CBT group reported fewer events (848) compared with all groups (usual care: 977; adaptive 
pacing therapy: 949; GET: 992), and fewer patients in the CBT group reported having serious 
adverse events versus all others combined (6% vs. 11%, p=.03).122 A post-hoc analysis revealed 
that frequency of nonserious adverse event reporting was associated with the center at which the 
patient was seen. When adjusted for center, factors affecting the reporting of a nonserious 
adverse event included baseline CFS symptom count (OR 1.12; 95% CI, 1.01 to 1.24, p=0.03), 
baseline current depressive disorder (OR 1.47; 95% CI, 1.04 to 2.07), and log body mass index 
(OR 2.55; 95% CI, 1.09 to 5.96, p=0.03).122 Serious adverse reactions attributed to the treatment 
were rare, and although more were reported by the GET group (17) compared with all groups 
(control: 7; adaptive pacing therapy: 16; CBT: 8), this was not statistically significant. The 
limitations of this study have already been extensively reviewed in the section on Counseling and 
Behavioral Therapies. 

One fair-quality trial (n=114) compared CBT with cognitive therapy, with an anaerobic 
activity therapy, and with a relaxation techniques control group; this study followed participants 
for 12 months and measured fatigue using the FSS, quality of life using the QLS, functioning 
using the SF-36 physical functioning subscale, and employment status.108 Overall 25 percent of 
individuals dropped out (not reported per group) and individuals attended an average of 10 out of 
13 sessions. At 12 months the CBT group and the cognitive therapy group had statistically 
significantly better functioning scores compared with the anaerobic activity therapy group (mean 
scores: 58.64 vs. 61.09 vs. 39.72; p<0.01). There were no differences in employment status, 
fatigue scores, 6-minute walk test, or quality of life scores, and harms were not reported. Most 
continued to meet the criteria for CFS at completion and there were no significant differences 
between groups.  

Fluoxetine and/or GET were compared in a previously described trial with 6-month 
measurements of fatigue (Chalder Fatigue Scale) and functional capacity measuring the amount 
of oxygen consumed in the final minute of exercise per kg of body weight.90 GET was superior 
to fluoxetine and/or placebo on all measures. Total withdrawal was greatest in the GET group 
compared with the nonexercise groups (37% vs. 22%). The other combination trial was a fair-
quality trial (n=120) that compared group CBT and group GET with a usual care control group; 
this study followed participants for 12 months and measured fatigue using the FIS and function 
using the SF-36 physical functioning subscale.111 Adherence was not reported, but attrition was 
low overall (4.2%). Neither fatigue nor functioning scores were significantly different at 12 
months followup and harms were not reported. 

In summary, head-to-head trials had mixed results. Functional improvement with CBT and 
GET, as well as CBT and cognitive therapy appear similar and better than control groups.108,121 
Fatigue may be similar between CBT and GET, and better than control groups as noted in one 
large trial121 but one trial of CBT plus GET found no difference compared with the control.111 In 
considering non-head-to-head trial data, CBT and GET provided similar improvement in 
measures of function and possibly fatigue, while the evidence was insufficient for other 
outcomes and comparisons. No study used a case definition selecting for more disabled patients 
and subgroup analysis of patients with PEM or cognitive impairment was lacking; these factors 
limit interpretation of the overall results. GET was superior to fluoxetine but the strength of 
evidence is insufficient, given that this comparison was only studied in one small fair-quality 
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trial. Harms were again poorly reported and have not been adequately studied in subgroups with 
PEM or more severely disabled patients. When reported, harms of CBT appear to be less than 
with GET.

66 



Table 7. Trials of combination therapies for ME/CFS 
Author, Year 
Study Type 
N 
Quality Case Definition 

Duration/ 
Followup Interventions 

Overall Effect 
Intervention A vs. Intervention B vs. Intervention C, etc. 

Jason, et al., 
2007108 
  
Jason, et al., 
2009106 
  
Hlavaty, et al., 
2011105 
N=114 
Fair 
 
Same study as on 
Table 5 

CFS Questionnaire, 
psychiatric 
assessment for DSM-
IV diagnosis, and 
medical assessment 

12 months A. CBT  
B. COG 
C. ACT 
D. Relaxation  

Function:  
SF-36 physical functioning subscale scores mean (SD): 58.64 (30.44) vs. 61.09 
(23.74) vs. 39.72 (27.63) vs. 61.20 (27.70) p<0.01, for CBT and COG over time 
vs. ACT over time 
Comparison by energy envelope for those who stayed within envelope vs. outside 
envelope at 12 months: 65 vs. 43, change at 12 months from baseline: 17 vs. 0; 
p=0.03 
Comparison by homework compliance level, change in score at 12 months from 
baseline: 6.99 (19.30) vs. 7.55 (18.85) vs. 17.50 (18.09); p=NR 
% Achieving clinically significant improvement: NS 
6 MWT: NS 
Fatigue: 
FSS scores mean (SD): 5.37 (1.19) vs. 5.87 (1.01) vs. 5.77 (1.43) vs. 5.62 (1.06); 
p=NR 
Comparison by energy envelope for those who stayed within envelope vs. outside 
envelope at 12 months was 5.3 vs. 6.3 Change at 12 months from baseline: -0.9 
vs. 0.1; p<0.01 
The comparison by homework compliance level, change in score at 12 months 
from baseline: -0.17 (0.73) vs. -0.51 (1.00) vs. -0.54 (1.09); p=NR 
Quality of life: 
QLS scores mean (SD): 69.10 (18.99) vs. 72.52 (10.84) vs. 63.00 (13.86) vs. 
72.00 (19.70); p=NR 
Employment:  
% Employed at 12 month followup: NS 
Harms: 
Total withdrawals: 25% but not reported per group 

Núñez, et al., 
2011111 
N=115 
Fair 

CDC (Fukuda, 1994) 
criteria 

2.5-3 
months of 
treatment, 
12 months 
followup 
after 
treatment 

A. CBT + GET 
B. Usual care 

Function:  
SF-36 physical function subscale for CBT + GET vs. usual care: NS 
Fatigue:  
FIS score for CBT + GET vs. usual care: NS 
Harms: Not reported 
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Table 7. Trials of combination therapies for ME/CFS (continued) 
Author, Year 
Study Type 
N 
Quality Case Definition 

Duration/ 
Followup Interventions 

Overall Effect 
Intervention A vs. Intervention B vs. Intervention C, etc. 

Wearden, et al., 
199890 
N=136 
Fair 
 
Same study as 
on Table 3 and 6 

Oxford (Sharpe, 
1991) criteria 

6.5 months 
(26 weeks) 

A. GET + fluoxetine 
B. GET + drug 
placebo 
C. Fluoxetine + 
exercise placebo 
D. Placebo control  

Function: 
Functional work capacity based on amount of O2 consumed in the final minute of 
exercise per kg of body weight higher in GET group at 26 weeks, mean change (95% CI) 
: 2.0 (0.4 to 3.5) vs. 2.8 (0.8 to 4.8) vs. 1.0 (-0.9 to 3.0) vs. -0.1 (-1.7 to 1.6) 
Effect of exercise on functional work capacity, mean change 0-26 weeks: 1.9 (95% CI 
0.15 to 3.69), p=0.03 
Fatigue:  
Chalder Fatigue Scale a, mean change from baseline (95% CI): -6.0 (-9.7 to -2.3 ) vs. -
5.7 (-9.5 to -1.9) vs. -3 (-5.9 to -0.2) vs. -2.7 (-5.4 to 0.01) 
Non-cases of fatigue on Chalder Fatigue Scale (score <4) at 26 weeks: 18% (6/33) vs. 
18% (6/34) vs. 6% (2/ 35) vs. 6% (2/34), p=0.025 for exercise interventions combined 
vs. others 
Exercise improved fatigue scale scores: NS 
Harms:  
Total withdrawals: greatest in the GET-Fluoxetine arm (42%) vs. Exercise-Drug placebo 
(32%) vs. Exercise placebo-Fluoxetine (28%) vs. Exercise placebo-Drug placebo (15%) 

White, et al., 
2011121 
PACE Trial 
N=630 
Good 
 
Same study as 
on Table 5 and 6 

Oxford (Sharpe, 
1991) criteria 

13 months 
(52 weeks) 

A. APT  
B. CBT  
C. GET  
D. Usual care 

Function: 
SF-36 Physical Functions subscale (0-100): CBT vs. GET, p=NS 
% Improved from baseline (by ≥8 points) was similar in the CBT and GET groups: 49% 
(75/153) vs. 71% (105/148) vs. 70% (108/154) vs. 58% (88/152) 
Fatigue: 
Chalder fatigue scale (0-33) CBT vs. GET, p=NS 
% Improved from baseline (by ≥2 points) was similar in CBT and GET groups: 65% 
(99/153) vs. 76% (113/148) vs. 80% (123/154) vs. 65% (98/152) 
Employment: 
Work and social adjustment scale scores: CBT vs. GET, p=NS 
Other:  
More with positive change in CBT and GET groups on self-rated CGI at 52 weeks: 31% 
(47/153) vs. 41% (61/147) vs. 41% (62/152) vs. 25% (38/152) 
Harms:  
Nonserious adverse events: fewer in CBT group (848) compared with all others (usual 
care: 977; adaptive pacing therapy: 949; GET: 992), 
CBT with no serious adverse events versus all others combined (6% vs. 11%, p=.03). 

Abbreviations: 6MWT= 6 minute walk test; ACT=anaerobic activity therapy; APT= adaptive pacing therapy; CBT= cognitive behavioral therapy; CDC= Centers for Disease 
Control and Prevention; CFS= chronic fatigue syndrome; CGI= Clinical Global Impression of Change; CI= confidence interval; COG= cognitive therapy DSM-IV= Diagnostic 
and Statistical Manual, fourth edition; FIS= Fatigue Impact Scale; FSS= Fatigue Severity Scale; GET= graded exercise therapy; kg= kilogram; N= sample size; NR= not reported; 
NS= not significant; O2= oxygen; QLS= Quality of Life Scale; RR= relative risk SF-36= 36-item Short Form Survey; SD= standard deviation; vs.=versus 
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Key Question 2c. What are the characteristics of responders and 
nonresponders to interventions? 

Key Points 
• Evidence on patient characteristics associated with response/nonresponse to treatment 

was insufficient—evidence was limited to four small fair-quality trials that considered 
different characteristics. 

• One trial found that those who had lower functional impairment, less fatigue, and less 
pain at baseline were more likely to improve after group CBT. 

• One trial found that younger patients with shorter illness durations and less severe 
mobility problems at baseline responded better. 

• One trial found that a reduction in symptom focusing was associated with improvement 
in self-reported measures of function, fatigue, and global improvement. 

• One trial found that patients who avoided over or under exertion (stayed within their 
energy envelope) and had 75 percent or better compliance with their home program had 
improvement in fatigue and function measures. 

Detailed Synthesis 
Four trials contribute to the understanding of characteristics of patients more likely to 

respond to therapies for ME/CFS. Results of these studies suggest that younger patients with less 
impairment, have less symptom focusing, and are compliant with homework are more likely to 
improve in some measures of fatigue and/or function.100,105,106,119,127 Staying within one’s energy 
envelope also appeared beneficial; however, evidence for these factors is insufficient to 
determine its applicability to all patients with ME/CFS.  

One fair-quality trial described above100 compared group CBT with a wait list control and 
conducted a separate analysis to compare the baseline measures of those who improved with 
group CBT (n=10) and those who did not improve (n=17) at 6 months (Table G4). Those who 
improved were more likely to have less functional impairment on the SIP-8 (1,330 vs. 1,985; 
p=0.031), less daily self-rated observed fatigue on the Chalder Fatigue Scale (7.4 vs. 9.7 on a 
scale of 0 to 11; p=0.023), and less daily self-rated observed pain (4.5 vs. 7.8; p=0.026) 
compared with those who did not improve with group CBT. Though the difference did not reach 
statistical significance, those who improved were more likely to be working more hours per 
week compared with those who did not improve (10.9 vs. 2.6; p=0.062). There were no 
differences between those who improved on group CBT and those who did not on baseline 
measures of age, education, duration of illness, CIS fatigue score, psychological distress, 
depression, physical attributes, self-efficacy, avoidance of activity, and focusing on bodily 
symptoms.  

One trial comparing GET with usual care127 performed multiple regression analysis to 
determine possible cognitive or physiological mediators affecting response to GET. This study 
found that self-reported improvement in mental and physical fatigue, global change, and physical 
functioning in the exercise group were all associated with a reduction in symptom focusing.127 
Critical to this analysis, however, is that patients in the exercise group were also instructed in 
ways to reduce symptom focusing and to attend to the heart rate monitor for feedback as to 
whether their activity level was safe or not. This places an expectation bias into the results.  
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One trial conducted post hoc analyses to determine which factors may predict change on the 
Chalder Fatigue Scale in patients who received pragmatic rehabilitation. This study found 
significant effect for age (-0.10; 95% CI, -0.19 to -0.003; p=0.044), duration of illness (-0.01; 
95% CI, -0.02 to -0.003; p=0.008), and severity as measured by the EQ-5D mobility scale (-2.95; 
95% CI, -5.51 to -0.40; p=0.024). Those who were younger, had shorter illness durations, and 
less severe mobility problems at baseline showed greater improvements in fatigue at 70 weeks.119 

One trial conducted post hoc analyses based on whether or not individuals stayed within their 
energy envelope, meaning they avoided overexertion and under exertion by exerting a 
comfortable range of energy, or strayed outside their energy envelope.106 Individuals rated their 
perceived energy and expended energy and this was used to determine which individuals stayed 
within their energy envelope (n=49) and which were outside their energy envelope (n=32). At 12 
months there was a statistically significant improvement in mean fatigue and functioning scores 
from baseline for those who stayed within their energy envelope compared with those who were 
outside their energy envelope (fatigue scores: -0.9 vs. 0.1; p<0.01 and functioning scores: 17 vs. 
0; p=0.03). The second additional analysis compared fatigue and functioning outcomes based on 
homework compliance.105 The researchers identified three groups based on the amount of 
homework completed; minimum compliance completed 0 to 25 percent, moderate compliance 
completed 25.1 to 75 percent, and maximum compliance completed 75.1 to 100 percent of their 
assigned homework. When they assigned individuals to groups they noted that the highest 
percentage in the maximum group (56%) were in the cognitive therapy group, the highest 
percentage in the moderate group (34%) were in the CBT group, and the highest percentage in 
the minimum group (38%) were in the anaerobic and relaxation groups. At 12 months, though 
there was a trend toward better improvement in fatigue and functioning scores for the maximum 
compliance group compared with the other groups, this did not reach significance. 

No other studies evaluated characteristics of responders and nonresponders to interventions. 
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Discussion 
Key Findings  

Thirty-six studies contributed to our understanding of diagnostic methods, diagnostic 
accuracy or concordance, and benefits or harms associated with a diagnosis of myalgic 
encephalomyelitis/chronic fatigue syndrome (ME/CFS). Multiple case definitions have been 
used to define ME/CFS, and those that are labeled as myalgic encephalomyelitis (ME) and 
require the presence of post-exertional malaise (PEM) and other neurological and autonomic 
manifestations appear to represent a smaller but more impaired population. Validating new 
diagnostic tests is challenged by the lack of a ‘gold standard’ or universally accepted case 
definition. A self-reported symptom scale, the artificial neural network test, was found to have 
good sensitivity (95%), specificity (85%), and accuracy (90%) for identifying patients with 
ME/CFS compared with healthy controls. Another, the Schedule of Fatigue and Anergia for 
Chronic Fatigue Syndrome (CFS) scale, and certain 36-item Short Form Survey (SF-36) 
subscales or combination of subscales show moderate ability to discriminate between patients 
with ME/CFS compared with those without the condition. However, none have been adequately 
tested in a large population to determine validity and generalizability. Other tests, including 
serum parameters and cardiopulmonary function and recovery, have been insufficiently tested in 
broad populations to determine utility. We found little evidence on how diagnostic tests for 
ME/CFS vary by subgroups of the population and few studies that evaluated strategies on 
approaching the diagnostic workup to rule out other conditions prior to making a ME/CFS 
diagnosis. Evidence suggests that having an ME/CFS diagnosis is associated with perceived 
stigma, financial instability, difficulty in social interactions and relationships, and a greater risk 
of receiving a psychiatric diagnosis  

Thirty-five trials contributed to our understanding of the efficacy of interventions to treat 
ME/CFS. Although most of the medication trials targeted an underlying pathophysiological 
dysfunction, most of the other treatments targeted associated symptoms of the disease. Trials of 
the immune modulator, rintatolimod, found improvement in exercise performance and suggested 
potential improvement in symptoms, including activities of daily living, and reduced use of other 
medications for relief of ME/CFS symptoms. A trial of the antiviral, valganciclovir, suggested 
improvement in fatigue, but further studies are required to determine if this is replicable. 
Different complementary and alternative (CAM) therapies have been studied only in small pilot 
trials with methodological limitations, and although homeopathy, pollen extracts, and carnitine 
preparations showed some benefit, the results have been inconsistent across different 
measurement tools precluding any determination of potential effectiveness. Harms of CAM 
therapies have been poorly reported. Counseling, behavioral therapies, and graded exercise 
therapy (GET) were found to be beneficial compared with control groups for outcomes of 
fatigue, function, and clinical global impression of change. Counseling techniques were also 
beneficial for outcomes of quality of life and employment. The magnitude of benefit is likely 
similar between cognitive behavioral therapy (CBT) and GET; however, the studies selected for 
less disabled patients as they did not use a case definition of ME. Only one study of CBT and 
GET performed a subgroup analysis on patients meeting the London (Dowsett, 1994) criteria and 
may have been underpowered to detect a difference. Furthermore, benefit was lost in a sub-
analysis that only considered studies using formal CBT approaches. The ultimate goal is 
recovery and the lack of consistent and meaningful outcome thresholds for measuring recovery 
limit any interpretation of the results from the few trials that considered this outcome. Results of 
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four small trials suggest that younger, less disabled patients who focus less on their symptoms 
and avoid over or under exertion seem to do better. No differences were found for all other 
interventions and outcomes, as outcomes were either not reported, the study quality was poor, 
and/or the sample size was inadequate to provide a useful estimate. Although harms were not 
well reported across trials, GET was associated with a higher number of reported harms in 
several trials, higher withdrawal rates in one trial, and refusal for repeat exercise testing in 
another. 

The key findings for this review are summarized in the summary of evidence table (Table 8, 
below) and the factors used to determine the overall strength of evidence grades are summarized 
in Appendix K. 

Strength of Evidence 
Our assessment of the strength of the evidence for major clinical outcomes is summarized in 

the strength of evidence table (Appendix K). We did not summarize the strength of evidence on 
diagnostic methods (Key Question 1) because the methods for doing so are not yet sufficiently 
developed to account for the variety of study designs, the uncertainty around determination of 
precision for estimates of test performance, the lack of consensus about the case definition for 
identifying a consistent study population, and the absence of a reference standard (“gold 
standard”).38 For intervention trials, major clinical outcomes are those explicitly stated in Key 
Question 2. The National Institutes of Health (NIH) Working Group and Technical Expert Panel 
members identified these as important outcomes because they are most relevant to patients, 
clinicians, and policymakers. Outcomes of benefit included in the strength of evidence table are 
overall function, fatigue, quality of life, days spent at work/school, proportion working full- or 
part-time, and clinical global impression of change. Harms outcomes included in the strength of 
evidence table are withdrawals due to harms, rates of harms, total withdrawals, serious harms, 
and total harms. 

The strength of evidence table includes the four required domains: study limitations, 
directness, consistency, precision, and reporting bias (these terms are defined in Appendix F).31 
The table summarizes the strength of evidence. Whenever possible, a quantitative estimation of 
the effect size was provided. When a quantitative estimate was not possible due to the 
heterogeneity in measuring outcomes and the small number of studies per intervention, a 
symbolic representation of effect was included, with + representing benefit, <> representing no 
difference, and – representing a negative effect. 

We qualitatively rated the overall strength of evidence as high, moderate, low, or insufficient 
for each outcome. Strength of evidence is high for outcomes with a low level study limitations, 
consistency in results, and adequate precision (certainty surrounding the result). The strength of 
evidence was downgraded to moderate for outcomes with a medium level of study limitations, 
imprecise estimates, and inconsistency between trials. Strength of evidence was ranked low if 
multiple deficiencies existed. Strength of evidence was moderate for GET compared with usual 
care, support, relaxation or adaptive pacing for outcomes of function, and global improvement, 
and for CBT for global improvement. Strength of evidence was low for CBT on measures of 
fatigue, function, quality of life, and employment; for GET on measures of fatigue and work 
impairment; and for rintatolimod on measures of function. There is low strength of evidence that 
CBT is not associated with an increase in harms. For all other interventions and outcomes, 
strength of evidence was insufficient because these outcomes either were not reported, the study 
quality was poor, and/or the sample size was inadequate to provide a useful estimate. 
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Table 8. Summary of evidence 

Key Question  
Outcome 

Study Design 
Number of 
Studies 
(n)* Findings and Direction of Effect 

Strength of 
Evidence 

Grade 
KQ1 What methods are available to 
clinicians to diagnose ME/CFS and what 
conditions are required to be ruled out or 
excluded before assigning a diagnosis of 
ME/CFS? 

     

 Available methods Not applicable Eight case definitions that include clinical criteria have been 
developed to identify patients with ME/CFS and are used by 
clinicians to distinguish ME/CFS from other conditions that also 
present with fatigue.  

Not applicable 

KQ1a What is the accuracy and 
concordance of methods used to diagnose 
ME/CFS? 

11 observational 
descriptive studies 
(n=1,738) 

8 studies evaluated concordance found that the symptoms reported 
by different case definitions varied. In general, populations defined 
by ME or ME/CFS criteria had more severe symptoms or more 
functional impairment than those defined by CFS criteria alone. 
 
3 studies found that symptoms reported by various case definitions 
distinguished patients with ME/CFS from other populations. 

Not applicable 

 11 observational 
descriptive studies 
(n=2,067) 

11 studies evaluated accuracy of various scales/tools compared to 
one of the case definitions. Artificial neural networks, the Schedule 
of Fatigue and Anergia for CFS scale, and subscales of the SF-36 
were able to differentiate ME/CFS patients from healthy controls, 
however no studies evaluated these methods using an adequate 
sample size and spectrum of patients. 

 

KQ1b How does the use of these methods 
vary by patient subgroups? 

3 observational/ 
descriptive studies 
(n=80, 2 studies 
used the same 
population of 30) 

Older patients with CFS have more impairment than younger 
patients. Subscales of the SF-36 can distinguish the subset of CFS 
patients who fail to recover from cardiopulmonary exercise testing 
(CPET) 1 day and 1 week. 

Not applicable 

KQ1c What harms are associated with 
diagnosing ME/CFS? 

      

Psychological harm, including stigma from 
label 

5 observational 
studies (n=329) 

5 studies found that patients with CFS feel stigmatized by their 
diagnosis in terms of financial stability (1 study), work opportunities 
(1 study), perceived judgments on their character (1 study), social 
isolation (2 studies), or interactions with the health care system (3 
studies).  

Not applicable 

Benefit of diagnosis 1 observational 
study (n=50) 

1 study described benefit in having a name for their suffering, and 
the medical and social legitimacy conferred by having a diagnosis. 

Not applicable 

  

73 



Table 8. Summary of evidence (continued) 

Key Question  
Outcome 

Study Design 
Number of 
Studies 
(n)* Findings and Direction of Effect 

Strength of 
Evidence 

Grade 
Misdiagnosis 6 observational 

study (n=1,678) 
6 studies identified a substantial burden of misdiagnosis in the CFS 
population. 

Not applicable 

Risk from diagnostic test  No studies  No studies identified that reported objective risks directly related to 
the process of conducting a diagnostic test for CFS. 

Not applicable 

Prejudice and stereotyping 2 observational 
studies (both used 
same population of 
n=146) 

2 studies identified prejudice and stereotypes within the medical 
profession; medical trainees and mental health practitioners make 
judgments about a patient’s condition based on the name it carries 
(ME, CFS, or other) and what treatment is being given. 

Not applicable 

KQ2a What are the benefits of therapeutic 
interventions for patients with ME/CFS and 
how do they vary by patient subgroups? 

      

Galantamine vs. placebo       
Decreased fatigue and improved quality of life 1 RCT (n=423) No significant differences between 4 intervention groups and 

placebo. 
Insufficient 

Global improvement 1 RCT (n=423) No significant differences between 4 intervention groups and 
placebo. 

Insufficient 

Improved overall function, increased days 
spent at work/school and proportion working 

full- or part-time 

No studies No studies. Insufficient 

Hydrocortisone vs. placebo       
Improved overall function, decreased fatigue, 

and improved quality of life 
1 RCT (n=68) No significant differences between intervention and placebo. Insufficient 

Increased days spent at work/school and 
proportion working full- or part-time 

No studies No studies. Insufficient 

Hydrocortisone + fludrocortisone vs. placebo       
Improved overall function, decreased fatigue, 

and improved quality of life 
1 RCT (n=80) No significant differences between intervention and placebo. Insufficient 

Increased days spent at work/school and 
proportion working full- or part-time 

No studies No studies. Insufficient 

Immunoglobulin G vs. placebo       
Improved overall function 1 RCT (n=28) Significantly better scores on SF-36 social functioning scale after 

intervention compared with placebo (p<0.05), but no difference on 
physical functioning scale. 

Insufficient 

Improved fatigue and quality of life, increased 
days spent at work/school and proportion 

working full- or part-time 

No studies No studies. Insufficient 
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Table 8. Summary of evidence (continued) 

Key Question  
Outcome 

Study Design 
Number of 
Studies 
(n)* Findings and Direction of Effect 

Strength of 
Evidence 

Grade 
Rintatolimod vs. placebo       

Improved overall function 1 RCT (n=84) Significant increase in activities of daily living after intervention 
compared with placebo (23% vs. 14%, p=0.034), but no difference 
in change in KPS scores from baseline. 

Insufficient 

Increased exercise work capacity 2 RCT (n=316) The intervention group compared with placebo had significant 
increases in exercise duration (10% vs. 2%, p=0.007), exercise 
work (12% vs. 6%, p=0.011), and cardiopulmonary exercise 
tolerance (37% vs. 15%, p=0.047). 

Low 

Improved quality of life, increased days spent 
at work/school and proportion working full-or 

part-time 

No studies No studies. Insufficient 

Valganciclovir vs. placebo       
Decreased fatigue 1 RCT (n=30) Significant decrease in fatigue based on FSS scores decreasing in 

intervention group compared with placebo (mean change from 
baseline: -0.06 vs. 0.02, p=0.006). 

Insufficient 

Improved overall function 1 RCT (n=30) No significant differences between intervention and placebo. Insufficient 
Improved quality of life, increased days spent 
at work/school and proportion working full-or 

part-time 

No studies No studies. Insufficient 

Isoprinosine vs. placebo       
Improved overall function and decreased 

fatigue 
1 RCT (n=15) No significant differences between intervention and placebo. Insufficient 

Improved quality of life, increased days spent 
at work/school and proportion working full-or 

part-time 

No studies No studies. Insufficient 

Fluoxetine vs. placebo    
Improved overall function  1 RCT (n=68) No significant differences between intervention and placebo. Insufficient 

Decreased fatigue 1 RCT (n=68) No significant differences between intervention and placebo. Insufficient 
Acclydine vs. placebo       
Improved overall function, decreased fatigue, 

and increased physical activity (actometer) 
1 RCT (n=57) No significant differences between intervention and placebo. Insufficient 

Improved quality of life, increased days spent 
at work/school, proportion working full-or part-

time 

No studies No studies. Insufficient 

75 



Table 8. Summary of evidence (continued) 

Key Question  
Outcome 

Study Design 
Number of 
Studies 
(n)* Findings and Direction of Effect 

Strength of 
Evidence 

Grade 
Acetyl-L-carnitine vs. propionyl-L-carnitine vs. 
combination 

      

Decreased fatigue 1 RCT (n=89) Acetyl-L-carnitine had lower fatigue scores at 24 weeks, but 
propionyl-L-carnitine and the combination group improved more 
from baseline (p=0.004 and p<0.001, respectively). 

Insufficient 

Global improvement 1 RCT (n=89) Significant improvement in propionyl-L-carnitine (63%, p<0.001) and 
acetyl-L-carnitine (59%, p<0.001) compared with the combination 
group (37%, p=0.084). 

Insufficient 

Improved overall function, quality of life, 
increased days spent at work/school, 

proportion working full- or part-time 

No studies No studies. Insufficient 

Pollen extract vs. placebo       
Decreased fatigue 1 RCT (n=22) Significant improvement on fatigue scores in the pollen group 

compared with placebo at 3 months (-0.43 vs. -0.18, p<0.05). 
Insufficient 

Improved quality of life 1 RCT (n=22) Significant improvement in quality of life scores in the pollen group 
compared with placebo at 3 months (-1.66 vs. -0.21; p<0.01). 

Insufficient 

Improved overall function, increased days 
spent at work/school, proportion working full- 

or part-time 

No studies No studies. Insufficient 

Low sugar/low yeast diet vs. healthy eating       
Decreased fatigue, improved quality of life 1 RCT (n=39) No significant differences between interventions. Insufficient 
Improved overall function, increased days 

spent at work/school, proportion working full- 
or part-time 

 

No studies No studies. Insufficient 

Distant healing vs. no treatment       
Improved overall function 1 RCT (n=409) Significant improvement on functioning scores for those who were 

blinded to the treatment compared with those who were not blinded 
to the treatment (covariance analysis effect for blinded vs. unblinded 
treatment: -1.54 [SE 0.70] 95% CI -2.91 to -0.18) No other 
significant differences between intervention and no treatment. 

Insufficient 

Decreased fatigue, improved quality of life, 
increased days spent at work/school, 

proportion working full- or part-time 

No studies No studies. Insufficient 

Homeopathy vs. placebo       
Decreased fatigue 1 RCT (n=89) Significantly better scores on MFI-20 for placebo group compared 

with intervention at 6 months (mean: 2.70 vs. 1.35, p=0.04). 
Insufficient 

Improved overall function 1 RCT (n=89) No significant differences between intervention and placebo. Insufficient 
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Table 8. Summary of evidence (continued) 

Key Question  
Outcome 

Study Design 
Number of 
Studies 
(n)* Findings and Direction of Effect 

Strength of 
Evidence 

Grade 
Improved quality of life, increased days spent 

at work/school, proportion working full-or part-
time 

No studies No studies. Insufficient 

Melatonin vs. phototherapy       
Improved overall function and decreased 

fatigue 
1 RCT crossover 
design (n=30) 

No significant differences between interventions. Insufficient 

Improved quality of life, increased days spent 
at work/school, proportion working full-or part-

time 

No studies No studies. Insufficient 

CBT/counseling vs. no treatment or support or 
relaxation or adaptive pacing 

      

Improved overall function 11 RCT (n=1,441) Results were mainly positive, but mixed. When 8 trials using the SF-
36 physical functioning subscale were pooled there was a 
significant effect for the intervention group to have better scores vs. 
control at followup: weighted mean difference of 7.73 (95% CI 3.58 
to 11.87). In 4 trials counseling improved overall functioning vs. 
controls on various measures (49 to 80% improved in counseling 
groups vs. 17 to 58% in controls), while 2 trials reported mixed 
results with different measures in the same study, 1 trial reported 
improvement in the control group compared with counseling, and 
the other 4 trials reported no differences between groups. 

Low 

Decreased fatigue 11 RCT (n=1,439) Results were primarily positive, but mixed In 7 trials counseling 
significantly decreased fatigue vs. controls on various measures (27 
to 76% improved in counseling groups vs. 7 to 65% in controls), 
while the other 4 trials reported no differences between groups. 

Low 

Improved quality of life 4 RCT (n=343) Results were mixed In 2 trials counseling showed an improvement 
in quality of life vs. controls on various measures (mean QOLS at 12 
weeks: 2.81 vs. 3.26; p=0.02 and mean change in QLI scores from 
baseline at 12 months: 2.6 vs. 0.6; p<0.05) and the other 2 trials 
reported no differences between groups. 

Low 

Increased proportion working full- or part-time 2 RCT (n=145) No significant differences between intervention and control. Low 
Increased hours worked  2 RCT (n=125) Significantly more hours worked per week for CBT group vs. control 

(mean 35.57 vs. 24.00; p<0.04) for 1 trial. 
The other trial reported no significant differences between 
intervention and no intervention. 

Low 
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Table 8. Summary of evidence (continued) 

Key Question  
Outcome 

Study Design 
Number of 
Studies 
(n)* Findings and Direction of Effect 

Strength of 
Evidence 

Grade 
Decreased work impairment 2 RCT (n=531) Significant improvement reported in both studies for CBT group on 

work and social adjustment scale compared with controls (mean at 
6 months: 3.3 vs. 5.4; p<0.001 on scale scored with range 0-8; 
mean at 1 year: 21.0 vs. 24.5; p=0.0001 on scale scored with range 
0-45). 

Low 

Global improvement 2 RCT (n=531) Both trials report better global improvement for CBT vs. control 
(41% and 70% improved in CBT vs. 25% and 31% in controls). 

Moderate 

Face-to-face CBT vs. telephone CBT       
Clinical global improvement 1 RCT (n=65) More individuals rated as much better or very much better in face-

to-face group compared with telephone group (6 months: 60% vs. 
40%; p=NR and 12 months: 57% vs. 55%; p=NR). 

Insufficient 

Improved overall function, decreased fatigue 
and work impairment 

1 RCT (n=65) No significant differences between interventions. Insufficient 

Quality of life, days spent at work/school, 
proportion working full-or part-time 

No studies No studies. Insufficient 

GET vs. no treatment or flexibility/relaxation 
therapy or adaptive pacing 

      

Improved overall function 4 RCT 
(n=619) 

Results from 3 studies that used the SF-36 physical functioning 
subscale were pooled, there was a significant effect for the 
intervention group to have better scores vs. control at followup: 
weighted mean difference 10.29 (95% CI 6.71 to 13.86). 
Increase in the 6MWT in 1 trial (+35.3 m vs. usual care, +41 m vs. 
adaptive pacing, p<0.001 

Moderate 

Decreased fatigue 4 RCT(n=619) Significantly better Chalder Fatigue Scale scores reported for 
exercise groups compared with controls in 3 of the studies:Mean 
total: 13.91 vs. 24.41; p=0.02, physical fatigue scores: 7.91 vs. 
14.27; p=0.02; and mental fatigue scores: 6.00 vs. 10.14; p=0.03 at 
12 weeks; mean total: 20.5 vs. 27.4; p=0.004 at 12 weeks; and 
mean difference in change from baseline from adaptive pacing: -2.5; 
95% CI -4.2 to -0.9; p=0.0059 and no treatment: -3.4; 95% CI -5.0 to 
-1.8; p=0.0001.1 study reported no differences between groups. 

Low 

Increased proportion working full- or part-time 1 RCT (n=59) More in the exercise group were working at 1 year compared with 
control (66% vs. 39%; 95% CI 9% to 44%)  

Insufficient 

Decreased work impairment 1 RCT (n=475) Significant improvement reported for exercise group on work and 
social adjustment scale compared with adaptive pacing and no 
treatment at 1 year (20.5 vs. 24.5 vs. 23.9; p=0.0004 and p<0.001, 
respectively)  

Low  
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Table 8. Summary of evidence (continued) 

Key Question  
Outcome 

Study Design 
Number of 
Studies 
(n)* Findings and Direction of Effect 

Strength of 
Evidence 

Grade 
Global improvement 3 RCT (n=583) Significantly more improvement reported in exercise groups (31% 

and 54%) compared with controls (7%, p=0.05 and 24%, p=0.04) 
RR 1.54 (95% CI 1.26 to 1.89) 

Moderate 

Recovery (Chalder fatigue score <18, SF-36 
physical function score >60, no longer 

meeting Oxford case definition criteria, and 
reporting much or very much improvement on 

CGI)  

1 RCT (n=475) Significant improvement in recovery in the exercise group compared 
with adaptive pacing (OR 3.38, 95% CI, 1.65 to 6.93) and usual 
care (OR 3.71, 95% CI, 1.78 to 7.74) 
 

Insufficient 

Improved quality of life, increased days spent 
at work/school 

No studies No studies. Insufficient 

Home orthostatic training vs. sham home 
orthostatic training 

      

Improved overall function 1 RCT (n=36) No significant differences between interventions. Insufficient 
Decreased fatigue, improved quality of life, 

increased days spent at work/school, 
proportion working full- or part-time 

 
 

No studies No studies. Insufficient 

Qigong exercise vs. no qigong exercise       
Improved overall function 1 RCT (n=52) Significantly better SF-12 physical functioning scores for qigong 

exercise compared with no exercise at 4 months (mean: 42.7 vs. 
35.7, p=0.001). 

Insufficient 

Decreased fatigue 1 RCT (n=52) Significantly better Chalder Fatigue Scale scores in exercise group 
compared with no exercise group at 4 months (mean total: 21.6 vs. 
32.1, p<0.001; mean physical fatigue subscale: 12.9 vs. 20.3, 
p<0.001; mean mental fatigue subscale: 8.8 vs. 11.9, p=0.012). 

Insufficient 

Improved quality of life, increased days spent 
at work/school, proportion working full-or part-

time 

No studies No studies. Insufficient 

GET ± fluoxetine vs. fluoxetine ± placebo    
Improved overall function 1 RCT (n=136) Significant improvement for exercise groups (either alone or 

combination) on functional work capacity at 26 weeks (mean 
change from baseline: 1.9; 95% CI 0.15 to 3.69; p=0.03) compared 
with other groups. 

Insufficient 

Decreased fatigue 1 RCT (n=136) Significantly more individuals in exercise groups (either alone or 
combination) did not meet the threshold of “caseness” for fatigue on 
Chalder Fatigue Scale (18% for both exercise groups and 6% for 
both other groups; p=0.025). 

Insufficient 
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Table 8. Summary of evidence (continued) 

Key Question  
Outcome 

Study Design 
Number of 
Studies 
(n)* Findings and Direction of Effect 

Strength of 
Evidence 

Grade 
Increased days spent at work/school and 

proportion working full- or part-time 
No studies No studies. Insufficient 

CBT + GET vs. usual care    
Improved overall function, and decreased 

fatigue 
1 RCT (n=115) No significant differences between intervention and control. Insufficient 

Improved quality of life, decreased work 
impairment, increased days spent at 

work/school, proportion working full-or part-
time  

No studies No studies. Insufficient 

KQ2b What are the harms of therapeutic 
interventions for patients with ME/CFS and 
how do they vary by patient subgroups? 

     

Galantamine vs. placebo 1 RCT 
(n=434) 

90% (389/434) reported harms; 23% (88/389) withdrew due to 
harms; 2% (8/389) in galantamine reported serious harms but none 
attributed to the study drug; no significant differences reported 
between groups. 

Insufficient 

Hydrocortisone vs. placebo 1 RCT (n=70) More harms reported with hydrocortisone vs. placebo (suppression 
of adrenal glucocorticoid responsiveness: 12 vs. 0; p<0.001; 
increased appetite: 17 vs. 8; p=0.02; weight gain: 19 vs. 8; p=0.006; 
difficulty sleeping: 17 vs. 8; p=0.02); no other significant differences 
between groups. 

Insufficient 

Hydrocortisone + fludrocortisone vs. placebo 1 RCT (n=80) 1.3% (1/80) withdrew due to acne and weight gain, no serious 
harms reported; no other harms data reported. 

Insufficient 

Immunoglobulin G vs. placebo 1 RCT (n=28) Significantly more with headaches in immunoglobulin G group vs. 
placebo (93% vs. 60%; p=0.03); 20% total harms overall; 1 in each 
group withdrew due to harms; 2 in immunoglobulin G and 3 in 
placebo developed serious harms. 

Insufficient 

Rintatolimod vs. placebo 2 RCT (n=324) Flu-like syndrome, chills, vasodilatation, and dyspnea were more 
frequent in rintatolimod vs. placebo (p<0.05); no other differences 
between groups. 

Insufficient 

Valganciclovir vs. placebo 1 RCT (n=30) No one withdrew due to harms, 1 in each group developed cancer, 
deemed unrelated; no other harms data reported. 

Insufficient 

Isoprinosine vs. placebo 1 RCT (n=15) No one withdrew due to harms; no other harms data reported. Insufficient 
Fluoxetine vs. placebo 1 RCT (n=68) More total withdrawals in the fluoxetine group compared with 

placebo. 
Insufficient 

Acclydine vs. placebo No studies No studies. Insufficient 
Acetyl-L-carnitine vs. propionyl-L-carnitine vs. 
combination 

1 RCT (n=89) No differences reported between groups for withdrawals due to 
harms; no other harms data reported. 

Insufficient 
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Table 8. Summary of evidence (continued) 

Key Question  
Outcome 

Study Design 
Number of 
Studies 
(n)* Findings and Direction of Effect 

Strength of 
Evidence 

Grade 
Pollen extract vs. placebo No studies No studies. Insufficient 
Low sugar/low yeast diet vs. healthy eating No studies No studies. Insufficient 
Distant healing vs. no treatment No studies No studies. Insufficient 
Homeopathy vs. placebo No studies No studies. Insufficient 
Melatonin vs. phototherapy No studies No studies. Insufficient 
CBT/counseling vs. no treatment or support or 
relaxation or adaptive pacing 

   

Withdrawals due to harms 1 RCT (n=47) 1 trial reported none withdrew due to harms. Insufficient 
Rates of harms 1 RCT (n=257) 1 trial reported no differences between groups for reported harms. Insufficient 

Total harms 2 RCT (n=728) 1 large trial reported fewer total harms in the CBT group (848) vs. 
adaptive pacing (949, p=0.0081) and no treatment (977, p=0.0016) 
The other study did not report harms by group, but deemed all 
unrelated to the intervention. 

Low 

Serious harms 2 RCT (n=728) 1 large trial (n=471) reported fewer serious harms in the CBT group 
per 100 person-years (5.0; 95% CI 2.2 to 9.8) vs. adaptive pacing 
(10.1; 95% CI 5.8 to 16.3), but was similar to no treatment (4.4; 95% 
CI1.8 to 9.0) The other trial reported that no serious harms were 
reported. 

Low 

Face-to-face CBT vs. telephone CBT No studies No studies. Insufficient 
GET vs. no treatment or flexibility/relaxation 
therapy or adaptive pacing 

   

Withdrawals due to harms 1 RCT (n=49) 1 trial reported 40% (10/25) of GET group refused to repeat the 
required fitness test due to feeling initial test was harmful and 1 
person withdrew due to a calf injury. 

Insufficient 

Total harms 2 RCT (n=524) 1 trial reported similar harms in the GET group (992) vs. adaptive 
pacing (949) and no treatment (977), but p=NR The other trial 
reported 2% (1/49) experienced a harm. 

Insufficient 

Serious harms 1 RCT (n=475) 1 large trial reported similar serious harms in GET group per 100 
person-years (10.6; 95% CI 6.2 to 17.0) vs. adaptive pacing (10.1; 
95% CI 5.8 to 16.3) but fewer in no treatment (4.4; 95% CI 1.8 to 
9.0). 

Insufficient 

Home orthostatic training vs. sham home 
orthostatic training 

No studies No studies. Insufficient  

Qigong exercise vs. no qigong exercise 1 RCT (n=52) No harms were reported by either group, no other harms data 
provided. 

Insufficient 
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Table 8. Summary of evidence (continued) 

Key Question  
Outcome 

Study Design 
Number of 
Studies 
(n)* Findings and Direction of Effect 

Strength of 
Evidence 

Grade 
GET vs. fluoxetine vs. combination or placebo 1 RCT (n=136) 11 withdrawals due to medication side effects 13% in fluoxetine 

group vs. 3% in placebo group; no other harms data reported in 
study. 

Insufficient 

CBT + GET vs. usual care No studies No studies. Insufficient 
KQ2c What are the characteristics of 
responders and nonresponders to 
interventions? 

     

CBT vs. no treatment       
Baseline differences 1 RCT (n=27) Significant differences between those who responded to CBT and 

those who did not on baseline measures of functional impairment on 
SIP-8 (mean: 1,330 vs. 1,985; p=0.031), daily observed fatigue 
(mean on scale 0-16: 7.4 vs. 9.7; p=0.023), and daily observed pain 
(mean on scale 0-16: 4.5 vs. 7.8; p=0.026); but not for hours worked 
per week (mean: 10.9 vs. 2.6; p=0.062). 

Insufficient 

GET vs. usual care    
Mediating factors affecting response to GET 1 RCT (n=49) Reduced symptom focusing was associated with self-reported 

improvement in mental and physical fatigue, global change, and 
physical functioning  

Insufficient 

CBT vs. cognitive therapy, vs. anaerobic 
therapy vs. relaxation 

   

Energy envelope comparisons 1 RCT (n=81) Patients who avoided over or under exertion (stayed within their 
energy envelope) and had 75% or better compliance with their 
home program had improvement in fatigue and function measures. 

Insufficient 

Pragmatic rehabilitations vs. supportive 
listening 

   

Baseline differences 1 RCT (n=257) Those who were younger, had shorter illness durations, and less 
severe mobility problems at baseline showed greater improvements 
in fatigue at 70 weeks 

Insufficient 

* Sample size includes only those analyzed 
Abbreviations: 6MWT= 6 minute walk test; CBT= Cognitive Behavioral Therapy; CFS = chronic fatigue syndrome; GCI= clinical global impression change score; CI= 
Confidence Interval; FSS= Fatigue Severity Scale; GET= graded exercise therapy; KPS = Karnofsky Performance Score; KQ= Key Question; m= meter; ME = Myalgic 
encephalomyelitis; MFI-20= Multidimensional Fatigue Inventory; n= sample size; NR= not reported; OR= odds ratio; QLI= Quality of Life Index; QOLS= quality of life scale; 
RCT = randomized controlled trial; SE= standard error; SF-12= Short Form 12-item Health Survey; SF-36= 36-item Short Form Survey; SIP-8 = Sickness Impact Profile 8-items; 
SOFA-CFS= Schedule of Fatigue and Angina for CFS scale; vs.= versus. 

82 



Findings in Relationship to What Is Already Known 
The lack of a clear etiology for ME/CFS, the multisystem involvement of the syndrome, and 

its overlap with other chronic conditions all contribute to the difficulty in diagnosing ME/CFS. 
Furthermore, there exists the risk of misdiagnosing a patient with an overlapping condition or 
incorrectly labeling a patient with ME/CFS. ME/CFS is a condition that does not have a 
universally accepted diagnostic (gold) standard, a set of criteria that defines the condition. The 
lack of a gold standard poses significant challenges for evaluation of diagnostic tests, and yet this 
is a situation that arises commonly with conditions that are syndromes. A syndrome is a 
“combination of symptoms and signs which have been observed to occur together so frequently 
and to be so distinctive that they constitute a recognizable clinical picture.”130 That is, the 
combination of findings is so unusual as to be thought not a coincidence. In such situations, the 
traditional evaluation of a diagnostic test is more challenging The ME/CFS literature is 
beginning to test diagnostic strategies but as yet has not presented data that would sufficiently 
differentiate the diagnosis of ME/CFS from other similar conditions in a population of patients 
with substantial diagnostic uncertainty.  

One of the primary limitations in the literature about diagnostic tests for ME/CFS was that 
very few studies included a validation cohort. Instead, these studies primarily evaluated a 
diagnostic test in a single initial population (a derivation cohort). Derivation studies are a 
necessary first step when attempting to achieve a valid diagnostic test, but they also have 
inherent methodological problems. They often involve the use of cases and controls, two very 
distinct populations, in order to determine whether the test can distinguish between those two 
groups. If the test is capable of distinguishing between two distinct groups, then further testing 
should use populations that are more closely related (i.e., they have overlap in terms of 
symptoms), in order to more rigorously test the diagnostic capability of a particular test. The 
more rigorous diagnostic testing studies will include a population for whom the clinician is likely 
to face diagnostic uncertainty, and then test how well the test performs in classifying that 
population accurately. The studies identified for evaluation of diagnostic tests for ME/CFS fell 
into three main categories. The first are those that evaluated how those case definitions compare 
with each other, and whether they identify the same or different populations. While this was not 
a distinct Key Question, it was felt to shed light on the evolving definition of ME/CFS and the 
difficulty with identifying a universally acceptable reference standard. A second group of studies 
evaluated a diagnostic test or a scale against a chosen reference standard. In this case, the 
reference standard was typically one or more of several case definitions that have been published 
(CDC Holmes, 1988 or Fukuda, 1994, Canadian ME/CFS definition, International Consensus 
Criteria for ME, etc.). The third group of studies identified are those that address harms of 
diagnosis. 

There were no studies that quantitatively compared the diagnostic concordance of two case 
definitions. Several studies attempted to demonstrate that ME, ME/CFS, and CFS case 
definitions identify clinically different groups of people. Studies did this by identifying people 
who met one criteria set but not the other.5,9,50-52 Using this approach, it appears that the ME and 
ME/CFS case definitions select a population with more impairment, lower functioning, and 
higher symptom reporting compared with CFS alone. Other studies compared subjects who met a 
definition of CFS with subjects who had other disease states and/or those who comprised a 
healthy control population.57-59 As expected, these studies demonstrated CFS subjects have lower 
functioning and higher symptom burdens than people from the general population. 
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Using a slightly different approach, a prior systematic review compared case definitions for 
ME/CFS to summarize how the prevalence of ME/CFS in a population and the symptom burden 
for patients vary when using different case definitions.131 That study attempted to bring some 
consistency to case definitions for ME/CFS in the absence of a reference standard. The inclusion 
criteria were broader than those for this report but similarly found that the validation studies 
were weak and heterogeneous. This group called for the community of ME/CFS researchers to 
prioritize research on treatments using existing case definitions, rather than development of 
additional new case definitions.131 They felt the CDC (Fukuda, 1994) criteria had the most 
studies on validation and comparison with other measures and was the most appropriate for 
clinical practice.  

Notably, many of the intervention studies used the Oxford (Sharpe, 1991) case definition for 
inclusion, yet it has been criticized as being so nonspecific that it is unable to differentiate a 
patient with ME/CFS from a patient with an overlapping condition. The Oxford (Sharpe, 1991) 
criteria has been shown to include more patients than either the CDC (Fukuda, 1994) or the 
London ME (Dowsett, 1994) criteria. In the PACE trial, only 30 percent of patients enrolled 
using the Oxford (Sharpe, 1991) case definition also met the London (Dowsett, 1994) case 
definition for ME.121 Indeed, when comparing criteria across different case definitions, the 
symptom set of the Oxford (Sharpe, 1991) case definition is more generalized and as such is at 
greater risk of including patients with other overlapping conditions. Based on feedback from 
public comments to the draft of this review, patients and advocacy groups prefer the Canadian or 
International case definitions and have argued strongly against using a case definition that does 
not require the presence of PEM. (An Open Letter was received during the public comment 
period for this review from 53 advocates and experts). 

Much research in this field focuses on discovering etiologies rather than testing diagnostic 
strategies in patients. Studies that attempted to define an etiology on the basis of a biochemical 
marker or a particular physiologic test were not included in this review; the intent of these 
studies was to identify an etiology rather than understand how the specific test could distinguish 
patients that would respond to treatment. In addition to biomarker studies (cell function, 
immunologic, virologic/bacteriologic, hormonal, etc.), studies identified subgroups on the basis 
of exercise testing,132,133 cerebral blood flow as measured by arterial spin labeling,134 gait 
kinetics,135 impaired blood pressure variability/hemodynamic instability,136,137 bioenergetics 
(capacity to recover from acidosis),138 and many others. These studies did not report diagnostic 
testing outcomes, such as receiver operating curve (ROC)/area under the curve (AUC), 
sensitivity, specificity, or concordance, and were therefore not useful in evaluating diagnostic 
testing for this report. The studies on serum biomarkers and cardiopulmonary function/recovery 
that did meet the inclusion criteria were not adequately tested in a broad spectrum of patients to 
determine utility for distinguishing patients with ME/CFS compared with other patients with 
chronic and disabling conditions. 

In research studies, patients with ME/CFS reported feeling stigmatized by their diagnosis in 
terms of financial stability, work opportunities, perceived judgments on their character, social 
isolation, and interactions with health care providers. Compounding these difficulties is the 
substantial burden of misdiagnosis among this patient population. Two studies objectively 
identified prejudice and stereotypes towards patients with ME/CFS from members of the medical 
community; medical trainees and mental health practitioners make judgments about a patient’s 
condition based on the name it carries (ME, CFS, or other) and which treatment is being given. 
While these studies were descriptive and based on survey data, the results suggest valid concerns 
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about the harm of labeling patients with a diagnosis of ME/CFS. These harms may reflect the 
chronic and disabling nature of this disease, combined with a lack of understanding about the 
diagnosis among the medical community and uncertainty about the etiology of ME/CFS. One 
commentary suggested that the harm is associated with the implications of a label rather than the 
label itself, and that it is “acceptable and often beneficial to make diagnoses such as CFS, 
provided that this is the beginning and not the end, of the therapeutic encounter.”139  

Determining the efficacy of medication and CAM interventions to treat ME/CFS was limited 
because most were only evaluated in single studies at one center and had significant 
methodological limitations, including small sample sizes with some enrolling fewer than 20 
subjects in one arm. Additionally, outcomes were assessed using different methods and different 
scales. Some medication trials were primarily intended to measure intermediate outcomes, such 
as natural killer cell-mediated cytotoxicity,89 and most were underpowered for the health 
outcomes relevant to this systematic review. While several fatigue and function outcomes were 
based on validated scales and measures, others were not, and the clinical significance of changes 
in scores over time are not clear.  

Although placebo-controlled trials of immune modulating and antiviral medications 
suggested potential improvement in fatigue and functioning, some findings were of borderline 
statistical significance and other outcomes did not differ between groups. The rationale for 
treating patients with medications that have antiviral or immunomodulatory properties is based 
on the association of ME/CFS with viruses and immunological abnormalities that may underlie 
or promote its pathogenesis.18,140-142 Although small trials of acyclovir,91 immunoglobulin G,85,143 
and isoprinosine89 indicated no statistically significant differences between treatment and 
placebo groups for measures of fatigue, quality of life, or function, two trials of intravenous 
rintatolimod87,88 and a trial of oral valganciclovir86 suggested improvement. These trials differed 
from the earlier trials by using newer medications and applying selective inclusion criteria for 
participants that targeted patient subgroups based on clinical history of a likely viral onset of 
ME/CFS and high antibody titers86 or severe disability.87,88 However, most of these trials were 
meant as pilot studies to determine potential benefit and as a foundation for larger trials of longer 
duration. The results were not definitive and were limited by inconsistencies in methods and 
findings, small sample sizes, methodological shortcomings, and lack of long term followup. 
Trials of galantamine, hydrocortisone, and immunoglobulin G indicated no significant 
improvement compared with placebo. Harms related to medications that were statistically 
significantly higher for the treatment versus placebo groups included suppression of adrenal 
glucocorticoid responsiveness, increased appetite, weight gain, and difficulty sleeping with 
hydrocortisone; flu-like syndrome, chills, vasodilatation, dyspnea, and dry skin with 
rintatolimod; and headaches with immunoglobulin G.  

Consistent with other systematic reviews, both CBT and GET were found to improve 
symptoms, primarily based on fatigue and function outcomes, whereas evidence on other 
nonpharmacological interventions was inconclusive.144-147 Results need to be interpreted with 
caution given that studies often used multiple methods of evaluating outcomes and several had 
mixed results on the same outcome when comparing different tools. No study included patients 
based on a case definition for ME and only one included homebound patients. One study 
performed a subgroup analysis of those meeting the London ME (Dowsett, 1994) case definition 
but may have been too small to detect a difference even if a difference existed.121 Recovery as an 
outcome was reported in few trials and the variability in definition and thresholds leave the 
results meaningless for comparison. In the PACE trial, the criteria for inclusion was a SF-36 
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physical functioning score of 65 or less (revised protocol), yet the threshold for recovery was a 
score of 60 or more, and the Chalder fatigue score was less than 18, while normal is considered 
less than 4. An ideal definition of recovery would really mean a return to baseline function, 
which would be unique to each individual. Since this would be a difficult measure for research 
purposes, refining an acceptable definition with meaningful values is needed. Another critique of 
this literature is that some investigators teach patients that the disease is psychologically-based 
and caused by misperceptions and volitional deconditioning. By then educating and training 
patients that they can overcome their disease by changing attitudes, patients would expect to do 
better and consequently they report improvement on self-reported surveys.  

When considering responders compared with nonresponders to treatments, one study 
comparing GET with usual care found that a reduction in symptom focusing was associated with 
improvement in self-reported measures of function, fatigue, and global change.127 In a different 
fair-quality study using a cluster analysis to identify coping strategies for ME/CFS patients, the 
investigators determined standardized discriminant function and structure coefficients for three 
clusters.148 One function separated the clusters and was significant (F=3.31, p=0.01) and 
accounted for 10 percent of the variance between groups (Rc=0.32). Adaptive coping accounted 
for 56 percent of the variance explained by the function (Rs=0.75) and less adaptive coping 
accounted for 25 percent (Rs=0.50). These strategies have obvious merit in general but also raise 
the question of whether reported improvements translate into meaningful change (i.e., returning 
to work, maintaining a household, meeting the demands of parenting). This question remains 
unanswered in the current literature. Additionally, although some of the studies attempted to 
measure adherence, inherent inaccuracies exist with self-reporting, particularly when it applies to 
home exercise programs. The one trial that considered homework compliance found that degree 
of improvement paralleled degree of homework compliance; however, only the cognitive therapy 
group had 75 percent or greater compliance and GET was not evaluated. It remains uncertain 
whether improved adherence, particularly with GET, is associated with greater benefit and 
meaningful change or greater harm.  

Harms were not well reported throughout all of the nonpharmacological and CAM 
interventions. When reported, the harms associated with exercise included total, serious adverse 
events, nonserious adverse events, harms attributable to treatment, or withdrawal due to harms, 
but the specific harms were not delineated.90,108,121,127 In the combination trials, the greatest 
number of adverse events reported were in the GET arm of one trial,121 lowest adherence was in 
the exercise arm in another trial,108 and one trial had greatest withdrawal in the exercise 
arm.90,125,127 Significant number of patients refusing to repeat physiological testing implies 
significant harm in at least some of the patients.127 Although not scientific, a survey sponsored 
by the ME Association found that patients believed that GET made more people worse compared 
with other treatments.149,150 One study comparing CBT with cognitive therapy, anaerobic 
exercise, or relaxation found that those patients who remained within their energy envelope 
(avoided overexertion and under exertion by exerting a comfortable range of energy) had a 
significant improvement in mean fatigue and functioning scores regardless of treatment arm.106 
This line of therapy needs to be further studied in varied settings to determine its utility over time 
and whether these interventions can widen one’s energy envelope and reduce harm. 

A serious gap in the body of the evidence is the lack of subgroup analysis based on factors or 
symptom sets such as clinical features at baseline (extent of PEM, autonomic dysfunction, 
neurocognitive impairment, etc.), severity of disease, duration of disease, and patient 
demographics. In the current literature, ME definitions were not used for inclusion into any 
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treatment trials and subgroup analysis was rarely performed. Effectiveness and/or harms may 
differ between patient subgroups, and given the small sample size of most of the trials, 
combining all patients may have lessened the effect size. A recent systematic review that 
compared different case definitions agreed that patients should be classified according to their 
severity and symptom patterns in order to optimally guide therapy and predict prognosis.131  

Applicability 
The applicability of our findings to real-world clinical settings is supported by several 

features of the body of literature we reviewed. First, we included all recognized case definitions 
of ME/CFS in order to allow a broad representation of patients. Studies were conducted 
primarily in the United States or Western Europe and the patient population was predominantly 
female, which is consistent with clinical practice. Duration of symptoms, while not consistently 
reported, was broadly represented across studies. The interventions and comparators represented 
most of the therapeutic modalities commonly used in clinical practice. 

However, there are several features of this body of evidence that limit its generalizability to 
the broader population of patients with ME/CFS, including factors surrounding the diagnosis 
itself. Given that the condition is a syndrome with a constellation of symptoms and lacking a 
gold standard for diagnostic comparison, diagnosis is at inherent risk of bias by the opinion of 
experts. Additionally, numerous comments on the draft report of this review emphasized that 
PEM is the critical feature of ME/CFS, yet most diagnostic studies used CDC CFS case 
definitions as reference standards (Holmes, 1988, Fukuda, 1994, or Reeves, 2005), which do not 
require the presence of PEM; no intervention trial used an ME case definition. Many of the 
diagnostic studies were conducted in a referral based environment and lacked a broad-based 
spectrum of patients, some with and some without the disease. Patients from specialty clinics 
may also represent more severe forms of the condition. Additionally, patients from rural centers 
or who lack insurance or financial resources may not have access to specialty clinics or clinical 
trials. Patients in research studies tended to be white middle-aged women, and it is unknown if 
the results in this population are generalizable to other demographic populations. The largest 
trial, PACE, excluded patients who could not read or speak English and only 7 percent of the 
study participants were from ethnic minority populations.121 Few trials enrolled homebound 
patients, with most trials requiring patients to be well enough to attend multiple sessions of 
treatment.  

We elected to include trials using any predefined case definition but recognize that some of 
the earlier criteria, in particular the Oxford (Sharpe, 1991) criteria, could include patients with 6 
months of unexplained fatigue with physical and mental impairment but no other specific 
features of ME/CFS. Applying this has the potential of inappropriately including patients that 
would not otherwise be diagnosed with ME/CFS and may provide misleading results. Most of 
the intervention trials used the Oxford (Sharpe, 1991) or CDC (Fukuda, 1994) case definitions 
for inclusion and the results may not be applicable to patients meeting case definitions for ME. 

In clinical practice, treatment of ME/CFS often involves multiple concurrent therapies but we 
found few trials that compared one intervention with another or that compared a combination of 
concurrent therapies with another. We also found few trials that selected patients based on 
symptom patterning. The trial on valganciclovir, an antiviral medication, preselected patients 
with an inciting febrile event with lymphadenopathy and found improvement in fatigue in this 
population of ME/CFS, while the trials on immune modulators, which included patients who 
were severely disabled, found some improvement in exercise capacity. Both counseling 
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techniques and GET showed improvement in most outcomes but studies to date have focused on 
efficacy rather than effectiveness. The combination of CBT and GET has not been adequately 
studied (one trial) to determine if this is more effective than a single intervention or if some 
patients may do better with this combination. It remains uncertain whether these results apply to 
all patients with ME/CFS or if there are patient subgroups that might receive greater benefit or 
experience greater harm, particularly in the GET trials, due to the lack of subgroup analysis. 

Limitations of the Evidence Base 
The main limitation of the evidence base in our review was poor study quality. Most trials 

did not specify randomization method, did not conceal allocation, and did not mask outcomes 
assessment. Most studies were small and many were underpowered to detect significant 
differences. Studies were also highly variable in terms of methods used to measure outcomes 
limiting our ability to combine or compare results across studies. 

A potential limitation of our review is that important studies whose findings might influence 
clinical and policy decisionmaking may not have been identified. We conducted a 
comprehensive, broadly inclusive search that produced 6,175 study titles and abstracts. Although 
we excluded non-English language studies and studies published before 1988, we do not believe 
that important studies of therapies used in current practice were missed; the general consistency 
of our findings with other systematic reviews provides some assurance that our review was not 
biased by our selection criteria. Our review focused on diagnostic methods that provided data on 
a test’s utility in identifying patients with ME/CFS (receiver operator curve [ROC]/area under 
the curve [AUC], sensitivity, specificity, concordance). Other testing strategies were not 
reviewed and may provide further insight methods of identifying patients with ME/CFS.  

To evaluate the benefits and harms of treatments, we included studies with durations of 12 
weeks or longer because of the fluctuating nature of ME/CFS. This approach may have excluded 
studies of antiviral or other types of medications that are traditionally prescribed for shorter 
durations. To account for this, we searched the excluded studies for medication trials that were 
appropriately given for a shorter duration, and identified two trials.91,92 A crossover trial of 
intravenous acyclovir enrolled 27 adults with CFS who met serologic criteria for Epstein-Barr 
virus.91 All patients were treated with acyclovir or placebo for 37 days, then they crossed over to 
the alternate treatment. Fatigue, vigor, and wellness scores, as well as other outcomes, did not 
differ between groups, although three patients developed acyclovir-induced nephrotoxicity. The 
second trial randomized 30 patients with CFS to intravenous rituximab, a monoclonal antibody, 
or placebo given as an infusion at two different times spaced 2 weeks apart.92 More participants 
in the rituximab compared with placebo group had improved SF-36 physical health and function 
scores and unadjusted fatigue scores , although adjusted differences were not statistically 
significant. Neither study change the overall conclusions of this report.  

We included outcomes of overall improvement, fatigue, function, quality of life, and 
employment, which represents patient-centered functional health outcomes. Some interventions 
may have provided benefit for other symptoms of ME/CFS, and this review would not have 
identified these outcomes. 

There may have been biased reporting of results in the literature such that only selected 
studies were published and retrievable and that published studies may have been affected by 
conflicts of interest, outcome reporting bias, or analysis reporting bias. Reporting bias and 
conflicts of interest are concerns with any systematic review. We were not able to conduct 
quantitative analyses to evaluate the possibility of publication bias for our findings because of 
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the heterogeneity across studies in our review, and in many cases the lack of key information 
needed to perform quantitative syntheses generally precluded meaningful comparison of effect 
sizes. Weighing against the likelihood of publication bias in our review, however, is the fact that 
the majority of studies in our review were small (most <100 patients, many <50) and most 
reported no significant effect of the intervention. Publication bias typically results in selective 
publication of larger studies and/or those with positive findings, and studies biased by conflicts 
of interest would also be more likely to report positive findings. We also conducted gray 
literature searches to look for unpublished data and did not find evidence of unreported studies. 
The limited and vague reporting of harms in many studies may suggest outcome reporting bias 
for these outcomes.  

Future Research and Implications for the Pathways to 
Prevention Workshop 

What Are the Future Research Needs for Definition, Diagnosis, and 
Treatment of ME/CFS? 

Given the prevalence and health impacts of ME/CFS, future research is necessary in several 
areas: 

• Case Definitions: Consensus about which case definition is appropriate to use as the gold 
standard will further advance the study of diagnostic methods for ME/CFS. In the 
absence of consensus, future studies aimed at clarifying the diagnosis of ME/CFS should 
consider reporting how well a particular diagnostic test compares with more than one of 
the published case definitions. The lack of a definitive diagnostic test should not 
discourage the support of intervention and treatment studies. Ideally future intervention 
studies would consistently use an agreed upon single case definition to reduce variability 
in the patient samples and facilitate comparison of therapeutic benefit across studies. If a 
single definition cannot be agreed upon, future research should retire the use of the 
Oxford (Sharpe, 1991) case definition, given that it is at high risk of including patients 
who may have an alternate fatiguing illness, or whose illness resolves spontaneously with 
time. 

• Diagnostic Instruments: Future studies evaluating the diagnostic capability of instruments 
for the identification of ME/CFS should include populations that include a broad range of 
people with relevant conditions that require clinical distinction from ME/CFS, such as 
fibromyalgia. Thus, the ideal diagnostic test for ME/CFS would adequately distinguish 
between ME/CFS and these conditions. Additionally, studies should report statistics on 
how well a particular measure distinguishes a group with ME/CFS from a group that does 
not meet these criteria—using concordance and the net reclassification index. For 
physiological and metabolic testing, selection of a broader spectrum of patients as a 
comparative group rather than healthy controls is needed.  

• ME/CFS registry: A national longitudinal registry of patients with a diagnosis of 
ME/CFS would allow for comparison of diagnostic criteria between patients and 
clarification of diagnoses over time. This strategy could also identify a well-characterized 
population for use in both diagnostic and treatment trials. 

• Treatment Inclusion Criteria: Use of selective inclusion criteria as was performed in some 
of the antiviral and rintatolimod trials may help to identify those with greater 
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immunological versus neurological symptom sets, which may aid in furthering the 
understanding of etiology and diagnosis, as well as targeting treatment approaches. 
Consideration of the biomarker studies may aid in identifying these subsets of patients. 

• Treatment Interventions: Reflective of the current clinical environment in which patients 
receive more than one treatment, interventions should be in multiple sites, use 
multicomponent treatments, larger sample sizes based on power calculations for key 
outcomes, and more rigorous adherence to methodological standards for clinical research. 
Given the fluctuating nature of the condition, followup periods greater than 1 year would 
be optimal to determine effectiveness over time. 

• Treatment Analyses: Reporting of information about co-interventions, the timing of 
studied interventions in relation to other interventions, and adherence to interventions 
would improve the applicability of study findings. Similarly, stratification of findings by 
patient characteristics (e.g., baseline severity, comorbidities, demographics, symptom 
sets) would help determine the applicability of different interventions for specific patients 
and situations. It is particularly important for future studies to report findings according 
to the cardinal features of ME/CFS such as PEM, neurocognitive status, and autonomic 
function, as treatment choices may differ for subsets of the population. 

• Outcome Evaluation: Given the plethora of outcome measures, the development of a set 
of core outcomes including patient-centered outcomes such as quality of life, 
employment, and time spent supine versus active, would help guide research and 
facilitate future data syntheses. In 2003 Reeves and colleagues recommended using an 
activity recorder to quantify activity, yet no study included in our review reported on this 
outcome. With today’s readily available personal activity trackers that can record activity 
as well as physiological responses, these outcomes should be easily obtained. Recovery 
needs to be better defined and should include functionally meaningful outcomes. Clearly 
reporting harms, particularly surrounding exercise therapy and testing and treatment for 
specific subgroups, may help identify patients more negatively affected by these 
interventions. Personal activity trackers could also be used to identify harms that result in 
reduced activity. 

• Other: Research is ongoing in diagnosing and treating specific symptoms such as PEM or 
orthostasis, and synthesizing this literature and evaluating its utility in diagnosing the 
syndrome of ME/CFS or subsets of the population is needed.6,151-157 Further studies are 
needed to determine the utility of 2-day cardiopulmonary exercise testing to identify or 
monitor symptoms of post-exertional malaise. 

 
The stories that were shared by patients and advocates in response to the draft report of this 

review iterated the devastating impact that this condition has had on patients and their loved 
ones. Although this review has focused on scientific literature, these messages have been heard 
and appreciated. It is recommended that future studies include the patient and/or advocate voice 
in the planning and development phases so that future research is relevant and meaningful to 
those affected by ME/CFS. 

Conclusions 
Multiple case definitions for ME/CFS exist. Those that require symptoms of PEM, 

neurological impairment, and autonomic dysfunction representing a more severe form of the 
condition. No current diagnostic tool or method has been adequately tested to identify patients 
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when diagnostic uncertainty exists. Reports suggest stigmatization as a potential harm of 
receiving a diagnosis of ME/CFS; however, no studies specifically evaluated the potential 
positive aspects of getting a diagnosis such as relief at having an explanation for the symptoms. 
Although counseling approaches and GET have shown benefit in some measures of fatigue, 
function, and global improvement, they have not been well studied in subgroups of the 
population. Most other interventions have insufficient evidence to direct clinical practice. Harms 
reporting has been poor, and although GET appears to be associated with worsening symptoms 
in some patients, the cause remains uncertain. Acceptance of a single case definition and 
development of a core outcomes set would aid future research efforts to study effectiveness of 
interventions. Use of selective inclusion criteria such as symptom subsets (e.g., 
neuroendocrine/immune, neurological/neurocognitive, etc.) is needed to better inform diagnosis 
and treatment of ME/CFS. In general, future research focused on correcting limitations of current 
evidence is important to move the science forward.
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Abbreviations and Acronyms  
ACTH  adrenocorticotropic hormone 
AHRQ Agency for Healthcare Research and Quality 
AUC  area under the curve 
AUROC area under the receiver operating characteristic 
CAM complementary and alternative medicine 
CBT cognitive behavioral therapies 
CDC Centers for Disease Control and Prevention 
CFS chronic fatigue syndrome 
CGI Clinical Global Impression Change 
CI confidence interval 
CIS Checklist of Individual Strength 
CPET  Cardiopulmonary exercise test 
EPC Evidence-based Practice Center  
FDA  Food and Drug Administration 
FIQ Fibromyalgia Impact Questionnaire 
FIS Fatigue Impact Scale 
FLP Functional Limitations Profile 
FSS Fatigue Severity Scale  
GET graded exercise treatment 
HADS  Hospital Anxiety and Depression Scale 
HADS-A anxiety subscale of HADS 
HADS-D depression subscale of HADS 
HR hazard ratio 
IGF-1 insulin-like growth factor one 
KPS Karnofsky Performance Scale 
ME myalgic encephalomyelitis  
MFI-20 Multidimensional Fatigue Inventory, 20-item 
MOS-SF Medical Outcome Study Short Form 
NIH National Institutes of Health  
ODP  Office of Disease Prevention 
OR odds ratio 
PEM  post exertional malaise 
PICOTS populations, interventions, comparators, outcomes, timing, setting 
POMS Profile of Mood States  
QLI Quality of Life Index 
QLS Quality of Life Scale 
QOLI Quality of Life Inventory 
RA  rheumatoid arthritis 
ROC  receiver operating curve 
RR relative risk 
SCL-90-R Symptom Checklist-90-revised 
SD standard deviation 
SF-12 Short Form 12-item Health Survey 
SF-36 36-item Short Form Survey 
SIP-8 Sickness Impact Profile 8-item 
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TEP technical expert panel 
TSST  Trier Social Stress Test 
VAS  visual analog scale 
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Appendix A. Search Strategies 
Database: Ovid MEDLINE(R) and Ovid OLDMEDLINE(R) 
<1988 to September Week 3 2014> 
Search Strategy: 
-------------------------------------------------------------------------------- 
1 exp Fatigue Syndrome, Chronic/  
2 exp Encephalomyelitis/  
3 exp Fatigue/  
4 2 and 3  
5 1 or 4  
6 (chronic$ adj3 fatig$ adj3 syndrom$).mp. [mp=title, abstract, original title, name of substance 
word, subject heading word, keyword heading word, protocol supplementary concept, rare 
disease supplementary concept, unique identifier]  
7 (myalg$ adj3 encephal$).mp. [mp=title, abstract, original title, name of substance word, subject 
heading word, keyword heading word, protocol supplementary concept, rare disease 
supplementary concept, unique identifier]  
8 6 or 7  
9 5 or 8  
10 limit 9 to english language  
11 limit 9 to abstracts  
12 10 or 11  

Database: EBM Reviews - Cochrane Central Register of 
Controlled Trials <September 2014> 
Search Strategy: 
-------------------------------------------------------------------------------- 
1 (chronic$ adj3 fatig$ adj3 syndrom$).mp. [mp=title, original title, abstract, mesh headings, 
heading words, keyword]  
2 (myalg$ adj3 encephal$).mp. [mp=title, original title, abstract, mesh headings, heading words, 
keyword]  
3 1 or 2  

Database: EBM Reviews - Cochrane Database of Systematic 
Reviews <2005 to September 2014> 
Search Strategy: 
-------------------------------------------------------------------------------- 
1 (chronic$ adj3 fatig$ adj3 syndrom$).mp. [mp=title, abstract, full text, keywords, caption text]  
2 (myalg$ adj3 encephal$).mp. [mp=title, abstract, full text, keywords, caption text]  
3 1 or 2  
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Database: EBM Reviews - Database of Abstracts of Reviews 
of Effects <3rd Quarter 2014> 
Search Strategy: 
-------------------------------------------------------------------------------- 
1 (chronic$ adj3 fatig$ adj3 syndrom$).mp. [mp=title, full text, keywords]  
2 (myalg$ adj3 encephal$).mp. [mp=title, full text, keywords]  
3 1 or 2  

Database: EBM Reviews - Health Technology Assessment 
<3rd Quarter 2014> 
Search Strategy: 
-------------------------------------------------------------------------------- 
1 (chronic$ adj3 fatig$ adj3 syndrom$).mp. [mp=title, text, subject heading word]  
2 (myalg$ adj3 encephal$).mp. [mp=title, text, subject heading word]  
3 1 or 2  

Database: EBM Reviews - NHS Economic Evaluation 
Database <3rd Quarter 2014> 
Search Strategy: 
-------------------------------------------------------------------------------- 
1 (chronic$ adj3 fatig$ adj3 syndrom$).mp. [mp=title, text, subject heading word]  
2 (myalg$ adj3 encephal$).mp. [mp=title, text, subject heading word]  
3 1 or 2  

Database: PsycINFO <1988 to September Week 3 2014> 
Search Strategy: 
-------------------------------------------------------------------------------- 
1 exp Chronic Fatigue Syndrome/  
2 exp Encephalomyelitis/  
3 exp Fatigue/  
4 2 and 3  
5 1 or 4  
6 (chronic$ adj3 fatig$ adj3 syndrom$).mp. [mp=title, abstract, heading word, table of contents, 
key concepts, original title, tests & measures]  
7 (myalg$ adj3 encephal$).mp. [mp=title, abstract, heading word, table of contents, key 
concepts, original title, tests & measures]  
8 6 or 7  
9 5 or 8  
10 limit 9 to english language  
11 limit 9 to abstracts  
12 10 or 11 
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Appendix B. Inclusion and Exclusion Criteria 
Table B1. Inclusion and exclusion criteria 

 Include Exclude 
Population KQ 1: Symptomatic adults ≥18 years old with fatigue 

 
KQ 2: Symptomatic adults ≥18 years, diagnosed with ME, CFS, or both and without 
another underlying diagnosis 
 

All KQs: Populations containing children or 
adolescents. Patients with another 
underlying diagnosis.  

Interventions KQ 1: Case definitions (e.g., Fukuda/CDC, Canadian, International, and others) 
 
KQ 2: Forms of counseling and behavior therapy, graded exercise programs, 
complementary and alternative medicine (acupuncture, relaxation, massage, other), and 
symptom-based medication management (immune modulators, beta blockers, 
antidepressants, anxiolytics, stimulants, other) 
 

KQ 2: Medications not available in the 
U.S. 

Comparators KQ 1: Diagnostic accuracy studies and diagnostic concordance studies 
 
KQ 2: Placebo, no treatment, usual care, other active interventions (including combination 
therapies and head-to-head trials)  

KQ 1: No comparator 
 
KQ 2: No comparator 

Outcomes  KQ 1: Sensitivity, specificity, positive predictive value, negative predictive value, positive 
likelihood ratio, negative likelihood ratio, C statistic (AUROC), net reclassification index; 
concordance, any potential harm from diagnosis (such as psychological harms, labeling, 
risk from diagnostic test, misdiagnosis, other) 
 
KQ 2: Overall function (i.e. 36-item Short Form Survey), quality of life, days spent at 
work/school, proportion working full- or part-time, fatigue (Multidimensional Fatigue 
Inventory or similar), adverse effects of interventions, withdrawals and withdrawals due to 
adverse events, rates of adverse events due to interventions 

KQ 1: Not listed as an included outcome 
 
KQ 2: Not listed as an included outcome 

Settings All KQs: Clinical settings and those generalizable to a U.S. primary care setting All KQs: Studies performed in countries 
with populations not similar to the U.S.; 
studies conducted in schools or work-
sites, unless primary-care feasible 

Timing KQ 1: Any duration 
 
KQ 2: ≥12 weeks of treatment 

KQ 1: None 
 
KQ 2: <12 weeks of treatment 

Study types and 
designs 

All KQ: Studies published in 1988 or after 
 
KQ 2: Systematic reviews or meta-analyses of randomized or controlled clinical trials, 
primary reports of randomized or controlled clinical trials, and large cohort studies 

All KQ: Non-systematic reviews, letters to 
the editor, before and after studies, case-
control studies, non-comparative studies; 
reviews not in English; and studies 
published before 1988 

Abbreviations: AUROC = area under the receiver operating characteristics curve; CDC = Centers for Disease Control and Prevention; CFS = chronic fatigue syndrome; KQ = key 
question; ME = myalgic encephalomyelitis; U.S. = United States 

B-1 



 

Appendix C. List of Included Studies 
Asbring P, Narvanen A-L. Women’s experiences of stigma in relation to chronic fatigue 
syndrome and fibromyalgia. Qual Health Res. 2002;12(2):148-60. PMID: 11837367. 

Aslakson E, Vollmer-Conna U, White PD. The validity of an empirical delineation of 
heterogeneity in chronic unexplained fatigue. Pharmacogenomics. 2006;7(3):365-73. PMID: 
16610947. 

Assefi NP, Coy TV, Uslan D, et al. Financial, occupational, and personal consequences of 
disability in patients with chronic fatigue syndrome and fibromyalgia compared to other 
fatiguing conditions. J Rheumatol. 2003;30(4):804-8. PMID: 12672203. 

Bazelmans E, Prins JB, Lulofs R, et al. Cognitive behaviour group therapy for chronic fatigue 
syndrome: a non-randomised waiting list controlled study. Psychother Psychosom. 
2005;74(4):218-24. PMID: 15947511. 

Blacker CVR, Greenwood DT, Wesnes KA, et al. Effect of galantamine hydrobromide in 
chronic fatigue syndrome: a randomized controlled trial. JAMA. 2004;292(10):1195-204. PMID: 
15353532. 

Blockmans D, Persoons P, Van Houdenhove B, et al. Combination therapy with hydrocortisone 
and fludrocortisone does not improve symptoms in chronic fatigue syndrome: a randomized, 
placebo-controlled, double-blind, crossover study. Am J Med. 2003;114(9):736-41. PMID: 
12829200. 

Brimmer DJ, Maloney E, Devlin R, et al. A pilot registry of unexplained fatiguing illnesses and 
chronic fatigue syndrome. BMC Res Notes. 2013;6:309. PMID: 23915640. 

Brown AA, Jason LA, Evans MA, et al. Contrasting case definitions: The ME International 
Consensus Criteria vs. the Fukuda et al. CFS criteria. N Am J Psychol. 2013;15(1):103-20. 
PMID: 25364305. 

Burgess M, Andiappan M, Chalder T. Cognitive behaviour therapy for chronic fatigue syndrome 
in adults: face to face versus telephone treatment: a randomized controlled trial. Behav Cogn 
Psychother. 2012;40(2):175-91. PMID: 21929831. 

Chan JSM, Ho RTH, Wang CW, et al. Effects of qigong exercise on fatigue, anxiety, and 
depressive symptoms of patients with chronic fatigue syndrome-like illness: A randomized 
controlled trial. Evidence based Complementary and Alternative Medicine. 2013 

Davenport TE, Stevens SR, Baroni K, et al. Reliability and validity of Short Form 36 Version 2 
to measure health perceptions in a sub-group of individuals with fatigue. Disabil Rehabil. 
2011;33(25-26):2596-604. PMID: 21682669. 

Davenport TE, Stevens SR, Baroni K, et al. Diagnostic accuracy of symptoms characterising 
chronic fatigue syndrome. Disabil Rehabil. 2011;33(19-20):1768-75. PMID: 21208154. 

Deale A, Chalder T, Marks I, et al. Cognitive behavior therapy for chronic fatigue syndrome: a 
randomized controlled trial. Am J Psychiatry. 1997;154(3):408-14. PMID: 9054791. 

Deale A, Husain K, Chalder T, et al. Long-term outcome of cognitive behavior therapy versus 
relaxation therapy for chronic fatigue syndrome: a 5-year follow-up study. Am J Psychiatry. 
2001;158(12):2038-42. PMID: 11729022. 

C-1 



 

Deale A, Wessely S. Diagnosis of psychiatric disorder in clinical evaluation of chronic fatigue 
syndrome. J R Soc Med. 2000;93(6):310-2. PMID: 10911826. 

Devasahayam A, Lawn T, Murphy M, et al. Alternative diagnoses to chronic fatigue syndrome in 
referrals to a specialist service: service evaluation survey. JRSM short reports. 2012;3(1):4. 
PMID: 22299071. 

Diaz-Mitoma F, Turgonyi E, Kumar A, et al. Clinical improvement in chronic fatigue syndrome 
is associated with enhanced natural killer cell-mediated cytotoxicity: The results of a pilot study 
with Isoprinosine. J Chronic Fatigue Syndr. 2003;11(2):71-93.  

Dickson A, Knussen C, Flowers P. Stigma and the delegitimation experience: An interpretative 
phenomenological analysis of people living with chronic fatigue syndrome. Psychol Health. 
2007;22(7):851-67.  

Dougall D, Johnson A, Goldsmith K, et al. Adverse events and deterioration reported by 
participants in the PACE trial of therapies for chronic fatigue syndrome. J Psychosom Res. 
2014;77(1):20-6.  

Fulcher KY, White PD. Randomised controlled trial of graded exercise in patients with the 
chronic fatigue syndrome. BMJ. 1997;314(7095):1647-52. PMID: 9180065. 

Gaab J, Engert V, Heitz V, et al. Associations between neuroendocrine responses to the Insulin 
Tolerance Test and patient characteristics in chronic fatigue syndrome. J Psychosom Res. 
2004;56(4):419-24. PMID: 15094026. 

Gaab J, Huster D, Peisen R, et al. Low-dose dexamethasone suppression test in chronic fatigue 
syndrome and health. Psychosom Med. 2002;64(2):311-8. PMID: 11914448. 

Gaab J, Rohleder N, Heitz V, et al. Stress-induced changes in LPS-induced pro-inflammatory 
cytokine production in chronic fatigue syndrome. Psychoneuroendocrinology. 2005;30(2):188-
98. PMID: 15471616. 

Goudsmit EM, Ho-Yen DO, Dancey CP. Learning to cope with chronic illness. Efficacy of a 
multi-component treatment for people with chronic fatigue syndrome. Patient Educ Couns. 
2009;77(2):231-6. PMID: 19576714. 

Green J, Romei J, Natelson BH. Stigma and chronic fatigue syndrome. J Chronic Fatigue Syndr. 
1999;5(2):63-95.  

Guise J, McVittie C, McKinlay A. A discourse analytic study of ME/CFS (Chronic Fatigue 
Syndrome) sufferers’ experiences of interactions with doctors. J Health Psychol. 2010;15(3):426-
35. PMID: 20348363. 

Hadzi-Pavlovic D, Hickie IB, Wilson AJ, et al. Screening for prolonged fatigue syndromes: 
validation of the SOFA scale. Soc Psychiatry Psychiatr Epidemiol. 2000;35(10):471-9. PMID: 
11127722. 

Hlavaty LE, Brown MM, Jason LA. The effect of homework compliance on treatment outcomes 
for participants with myalgic encephalomyelitis/chronic fatigue syndrome. Rehabil Psychol. 
2011;56(3):212-8. PMID: 21767035. 

C-2 



 

Ho RTH, Chan JSM, Wang C-W, et al. A randomized controlled trial of qigong exercise on 
fatigue symptoms, functioning, and telomerase activity in persons with chronic fatigue or chronic 
fatigue syndrome. Ann Behav Med. 2012;44(2):160-70. PMID: 22736201. 

Hobday RA, Thomas S, O’Donovan A, et al. Dietary intervention in chronic fatigue syndrome. J 
Hum Nutr Diet. 2008;21(2):141-9. PMID: 18339054. 

Jason L, Benton M, Torres-Harding S, et al. The impact of energy modulation on physical 
functioning and fatigue severity among patients with ME/CFS. Patient Educ Couns. 
2009;77(2):237-41. PMID: 19356884. 

Jason L, Brown M, Evans M, et al. Measuring substantial reductions in functioning in patients 
with chronic fatigue syndrome. Disabil Rehabil. 2011;33(7):589-98. PMID: 20617920. 

Jason LA, Brown A, Clyne E, et al. Contrasting case definitions for chronic fatigue syndrome, 
Myalgic Encephalomyelitis/chronic fatigue syndrome and myalgic encephalomyelitis. Eval 
Health Prof. 2012;35(3):280-304. PMID: 22158691. 

Jason LA, Brown A, Evans M, et al. Contrasting chronic Fatigue syndrome versus myalgic 
encephalomyelitis/chronic fatigue syndrome. Fatigue. 2013;1(3). PMID: 23914329. 

Jason LA, Evans M, Brown A, et al. Sensitivity and specificity of the CDC empirical chronic 
fatigue syndrome case definition. Psychology. 2010;1(1):9-16. PMID: 23685416. 

Jason LA, Roesner N, Porter N, et al. Provision of social support to individuals with chronic 
fatigue syndrome. J Clin Psychol. 2010;66(3):249-58. PMID: 19902489. 

Jason LA, Sunnquist M, Brown A, et al. Are Myalgic Encephalomyelitis and chronic fatigue 
syndrome different illnesses? A preliminary analysis. J Health Psychol. 2014PMID: 24510231. 

Jason LA, Taylor RR. Measuring attributions about chronic fatigue syndrome. J Chronic Fatigue 
Syndr. 2001;8(3-4):31-40.  

Jason LA, Taylor RR, Stepanek Z, et al. Attitudes regarding chronic fatigue syndrome: The 
importance of a name. J Health Psychol. 2001;6(1):61-71. PMID: 22049238. 

Jason LA, Torres-Harding S, Friedberg F, et al. Non-pharmacologic interventions for CFS: a 
randomized trial. J Clin Psychol Med Settings. 2007;14(4):275-96.  

Jason LA, Torres-Harding SR, Jurgens A, et al. Comparing the Fukuda et al. criteria and the 
Canadian case definition for chronic fatigue syndrome. J Chronic Fatigue Syndr. 2004;12(1):37-
52.  

Jason LA, Torres-Harding SR, Taylor RR, et al. A comparison of the 1988 and 1994 diagnostic 
criteria for chronic fatigue syndrome. J Clin Psychol Med Settings. 2001;8(4):337-43.  

Katon WJ, Buchwald DS, Simon GE, et al. Psychiatric illness in patients with chronic fatigue 
and those with rheumatoid arthritis. J Gen Intern Med. 1991;6(4):277-85. PMID: 1890495. 

Knoop H, van der Meer JWM, Bleijenberg G. Guided self-instructions for people with chronic 
fatigue syndrome: randomised controlled trial. Br J Psychiatry. 2008;193(4):340-1. PMID: 
18827302. 

Komaroff AL, Fagioli LR, Doolittle TH, et al. Health status in patients with chronic fatigue 
syndrome and in general population and disease comparison groups. Am J Med. 
1996;101(3):281-90. PMID: 8873490. 

C-3 



 

Lawn T, Kumar P, Knight B, et al. Psychiatric misdiagnoses in patients with chronic fatigue 
syndrome. JRSM short reports. 2010;1(4):28. PMID: 21103120. 

Lewis I, Pairman J, Spickett G, et al. Is chronic fatigue syndrome in older patients a different 
disease? -- a clinical cohort study. Eur J Clin Invest. 2013;43(3):302-8. PMID: 23397955. 

Linder R, Dinser R, Wagner M, et al. Generation of classification criteria for chronic fatigue 
syndrome using an artificial neural network and traditional criteria set. In Vivo. 2002;16(1):37-
43. PMID: 11980359. 

Lopez C, Antoni M, Penedo F, et al. A pilot study of cognitive behavioral stress management 
effects on stress, quality of life, and symptoms in persons with chronic fatigue syndrome. J 
Psychosom Res. 2011;70(4):328-34. PMID: 21414452. 

McKenzie R, O’Fallon A, Dale J, et al. Low-dose hydrocortisone for treatment of chronic fatigue 
syndrome: a randomized controlled trial. JAMA. 1998;280(12):1061-6. PMID: 9757853. 

Montoya JG, Kogelnik AM, Bhangoo M, et al. Randomized clinical trial to evaluate the efficacy 
and safety of valganciclovir in a subset of patients with chronic fatigue syndrome. J Med Virol. 
2013;85(12):2101-9. PMID: 23959519. 

Moss-Morris R, Sharon C, Tobin R, et al. A randomized controlled graded exercise trial for 
chronic fatigue syndrome: outcomes and mechanisms of change. J Health Psychol. 
2005;10(2):245-59. PMID: 15723894. 

Newton JL, Mabillard H, Scott A, et al. The Newcastle NHS Chronic Fatigue Syndrome Service: 
not all fatigue is the same. J R Coll Physicians Edinb. 2010;40(4):304-7. PMID: 21132135. 

Núñez M, Fernandez-Sola J, Núñez E, et al. Health-related quality of life in patients with chronic 
fatigue syndrome: group cognitive behavioural therapy and graded exercise versus usual 
treatment. A randomised controlled trial with 1year of follow-up. Clin Rheumatol. 
2011;30(3):381-9. PMID: 21234629. 

Öckerman PA. Antioxidant treatment of chronic fatigue syndrome. Clin Pract Alternat Med. 
2000;1(2):88-91.  

O’Dowd H, Gladwell P, Rogers CA, et al. Cognitive behavioural therapy in chronic fatigue 
syndrome: a randomised controlled trial of an outpatient group programme. Health Technol 
Assess. 2006;10(37):iii-iv, ix-x, 1-121. PMID: 17014748. 

Peterson PK, Shepard J, Macres M, et al. A controlled trial of intravenous immunoglobulin G in 
chronic fatigue syndrome. Am J Med. 1990;89(5):554-60. PMID: 2239975. 

Reyes M, Nisenbaum R, Hoaglin DC, et al. Prevalence and incidence of chronic fatigue 
syndrome in Wichita, Kansas. Arch Intern Med. 2003;163(13):1530-6. PMID: 12860574. 

Sharpe M, Hawton K, Simkin S, et al. Cognitive behaviour therapy for the chronic fatigue 
syndrome: a randomized controlled trial. BMJ. 1996;312(7022):22-6. PMID: 8555852. 

Strayer DR, Carter WA, Brodsky I, et al. A controlled clinical trial with a specifically configured 
RNA drug, poly(I) midline dot poly(C12U), in chronic fatigue syndrome. Clin Infect Dis. 
1994;18(SUPPL. 1):S88-S95. PMID: 8148460. 

C-4 



 

Strayer DR, Carter WA, Stouch BC, et al. A double-blind, placebo-controlled, randomized, 
clinical trial of the TLR-3 agonist rintatolimod in severe cases of chronic fatigue syndrome. 
PLoS ONE. 2012;7(3):e31334. PMID: 22431963. 

Sutcliffe K, Gray J, Tan MP, et al. Home orthostatic training in chronic fatigue syndrome--a 
randomized, placebo-controlled feasibility study. Eur J Clin Invest. 2010;40(1):18-24. PMID: 
19912315. 

Taylor RR. Quality of life and symptom severity for individuals with chronic fatigue syndrome: 
findings from a randomized clinical trial. Am J Occup Ther. 2004;58(1):35-43. PMID: 
14763634. 

The GKH, Bleijenberg G, van der Meer JWM. The effect of acclydine in chronic fatigue 
syndrome: A randomized controlled trial. PLoS Clinical Trials. 2007;2(5)PMID: 17525791. 

Tiev KP, Demettre E, Ercolano P, et al. RNase L levels in peripheral blood mononuclear cells: 
37-kilodalton/83-kilodalton isoform ratio is a potential test for chronic fatigue syndrome. Clin 
Diagn Lab Immunol. 2003;10(2):315-6. PMID: 12626460. 

Tummers M, Knoop H, Bleijenberg G. Effectiveness of stepped care for chronic fatigue 
syndrome: a randomized noninferiority trial. J Consult Clin Psychol. 2010;78(5):724-31. PMID: 
20873907. 

Tummers M, Knoop H, van Dam A, et al. Implementing a minimal intervention for chronic 
fatigue syndrome in a mental health centre: a randomized controlled trial. Psychol Med. 
2012;42(10):2205-15. PMID: 22354999. 

Tummers M, Knoop H, van Dam A, et al. Moderators of the treatment response to guided self-
instruction for chronic fatigue syndrome. J Psychosom Res. 2013;74(5):373-7. PMID: 23597323. 

Van Hoof E, De Meirleir K. Chronic Fatigue Syndrome and Myalgic Encephalomyletis: Are 
Both Conditions on the Same Continuum? N Am J Psychol. 2005;7(2):189-204.  

Vermeulen RCW, Scholte HR. Exploratory open label, randomized study of acetyl- and 
propionylcarnitine in chronic fatigue syndrome. Psychosom Med. 2004;66(2):276-82. PMID: 
15039515. 

Walach H, Bosch H, Lewith G, et al. Effectiveness of distant healing for patients with chronic 
fatigue syndrome: a randomised controlled partially blinded trial (EUHEALS). Psychother 
Psychosom. 2008;77(3):158-66. PMID: 18277062. 

Watson SP, Ruskin AS, Simonis V, et al. Identifying Defining Aspects of Chronic Fatigue 
Syndrome via Unsupervised Machine Learning and Feature Selection. International Journal of 
Machine Learning & Computing. 2014;4(2):133-8.  

Wearden AJ, Dowrick C, Chew-Graham C, et al. Nurse led, home based self help treatment for 
patients in primary care with chronic fatigue syndrome: randomised controlled trial. BMJ. 
2010;340:c1777. PMID: 20418251. 

Wearden AJ, Dunn G, Dowrick C, et al. Depressive symptoms and pragmatic rehabilitation for 
chronic fatigue syndrome. Br J Psychiatry. 2012;201(3):227-32. PMID: 22844025. 

Wearden AJ, Emsley R. Mediators of the effects on fatigue of pragmatic rehabilitation for 
chronic fatigue syndrome. J Consult Clin Psychol. 2013;81(5):831-8. PMID: 23796316. 

C-5 



 

Wearden AJ, Morriss RK, Mullis R, et al. Randomised, double-blind, placebo-controlled 
treatment trial of fluoxetine and graded exercise for chronic fatigue syndrome.[Erratum appears 
in Br J Psychiatry 1998 Jul;173:89]. Br J Psychiatry. 1998;172:485-90. PMID: 9828987. 

Weatherley-Jones E, Nicholl JP, Thomas KJ, et al. A randomised, controlled, triple-blind trial of 
the efficacy of homeopathic treatment for chronic fatigue syndrome. J Psychosom Res. 
2004;56(2):189-97. PMID: 15016577. 

White PD, Goldsmith K, Johnson AL, et al. Recovery from chronic fatigue syndrome after 
treatments given in the PACE trial. Psychol Med. 2013;43(10):2227-35. PMID: 23363640. 

White PD, Goldsmith KA, Johnson AL, et al. Comparison of adaptive pacing therapy, cognitive 
behaviour therapy, graded exercise therapy, and specialist medical care for chronic fatigue 
syndrome (PACE): a randomised trial. Lancet. 2011;377(9768):823-36. PMID: 21334061. 

Williams G, Waterhouse J, Mugarza J, et al. Therapy of circadian rhythm disorders in chronic 
fatigue syndrome: no symptomatic improvement with melatonin or phototherapy. Eur J Clin 
Invest. 2002;32(11):831-7. PMID: 12423324. 

Woodward RV, Broom DH, Legge DG. Diagnosis in chronic illness: disabling or enabling--the 
case of chronic fatigue syndrome. J R Soc Med. 1995;88(6):325-9. PMID: 7629762. 

 

C-6 



 

Appendix D. List of Excluded Studies 
Key to exclusion codes 

Code Reason for exclusion 
2,3,4 Excluded because the study does not address a Key 

Question or meet inclusion criteria, but full text 
pulled to provide background information 

5 Wrong population 
6 Wrong intervention 
7 Wrong outcomes 
8 Wrong study design for Key Question 
9 Wrong publication type 
10 Foreign language 
11 Not a human population 

12 Inadequate duration 
13 Study published before 1988 
14 Review not meeting our requirements 

 
Alleged link between hepatitis B vaccine and chronic fatigue syndrome. CMAJ. 1992;146(1):37-
8. PMID: 1530818. 
Exclusion code: 2 

Campaign for an Irish ME Clinic. Available at: http://www.me-ireland.com/. Accessed October 
9, 2014.  
Exclusion code: 2 

Cognitive behavioral therapy and exercise for chronic fatigue syndrome. J Pain Pall Care 
Pharmacother. 2002;16(3):110-1. PMID: 14640363. 
Exclusion code: 9 

From the Centers for Disease Control and Prevention. Inability of retroviral tests to identify 
persons with chronic fatigue syndrome, 1992. JAMA. 1993;269(14):1779. PMID: 8459495. 
Exclusion code: 5 

Government Response to the CFS/ME Independent Working Group’s Report. Available at: 
http://webarchive.nationalarchives.gov.uk/20130107105354/http://www.dh.gov.uk/prod_consum
_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_4059507.pdf. Accessed July 3, 
2014.  
Exclusion code: 9 

Managing my M.E. What people with ME/CFS and their carers want from the UK’s health and 
social Services. The ME Association. Gawcott, England. Available at: 
http://www.meassociation.org.uk/wp-content/uploads/MEA-Management-Survey-2010.pdf. 
Accessed June 23, 2014.  
Exclusion code: 9 

Mendelian genetic predisposition to weakly virulent mycobacterial infections in human. Human 
Genetics of Infectious Diseases.  
Exclusion code: 6 

D-1 



 

Methods Guide for Effectiveness and Comparative Effectiveness Reviews. AHRQ Publication 
No. 10(13)-EHC063-EF. Rockville (MD) :Agency for Healthcare Research and Quality. January 
2014. Available at: www.effectivehealthcare.ahrq.gov.  
Exclusion code: 2 

MORE CFIDS/ME MARKERS AND IONIZING RADIATION. The National Forum. 2013 
Exclusion code: 9 

A Report of the CFS/ME Working Group. Available at: 
http://webarchive.nationalarchives.gov.uk/20130107105354/http://www.dh.gov.uk/prod_consum
_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_4064945.pdf. Accessed July 3, 
2014.  
Exclusion code: 9 

Report of the working group on the possible relationship between hepatitis B vaccination and the 
chronic fatigue syndrome. CMAJ. 1993;149(3):314-9. PMID: 8339178. 
Exclusion code: 2 

Voices from the Shadows. Film. Available at: https://vimeo.com/ondemand/22513/108797012. 
Accessed November 3, 2014.  
Exclusion code: 9 

Aaron LA, Arguelles LM, Ashton S, et al. Health and functional status of twins with chronic 
regional and widespread pain.[Erratum appears in J Rheumatol. 2002 Dec;29(12):2667 Note: 
Buchwald, Dedra [corrected to Buchwald, Debra]]. J Rheumatol. 2002;29(11):2426-34. PMID: 
12415604. 
Exclusion code: 8 

Aaron LA, Buchwald D. Fibromyalgia and other unexplained clinical conditions. Curr 
Rheumatol Rep. 2001;3(2):116-22. PMID: 11286667. 
Exclusion code: 2 

Aaron LA, Buchwald D. A review of the evidence for overlap among unexplained clinical 
conditions. Ann Intern Med. 2001;134(9 Pt 2):868-81. PMID: 11346323. 
Exclusion code: 3 

Aaron LA, Burke MM, Buchwald D. Overlapping conditions among patients with chronic 
fatigue syndrome, fibromyalgia, and temporomandibular disorder. Arch Intern Med. 
2000;160(2):221-7. PMID: 10647761. 
Exclusion code: 3 

Aaron LA, Herrell R, Ashton S, et al. Comorbid clinical conditions in chronic fatigue: a co-twin 
control study. J Gen Intern Med. 2001;16(1):24-31. PMID: 11251747. 
Exclusion code: 3 

Abbey SE. Psychotherapeutic perspectives on chronic fatigue syndrome. Chronic fatigue 
syndrome: An integrative approach to evaluation and treatment. New York, NY: Guilford Press; 
1996:185-211. 
Abbey SE, Garfinkel PE. Chronic fatigue syndrome and depression: cause, effect, or covariate. 
Rev Infect Dis. 1991;13 Suppl 1:S73-83. PMID: 2020805. 
Exclusion code: 2 

D-2 



 

Abbey SE, Toner BB, Garfinkel PE, et al. Self-report symptoms that predict major depression in 
patients with prominent physical symptoms. Int J Psychiatry Med. 1990;20(3):247-58. PMID: 
2265887. 
Exclusion code: 5 

Abdel-Khalek AM. Chronic fatigue syndrome and its association with obsession compulsion 
among a non-clinical sample using questionnaires. J Chronic Fatigue Syndr. 2008;14(3):89-100. 
Exclusion code: 2 

Adamowicz JL, Caikauskaite I, Friedberg F. Defining recovery in chronic fatigue syndrome: a 
critical review. Qual Life Res. 2014PMID: 24791749. 
Exclusion code: 4 

Adams D, Wu T, Yang X, et al. Traditional Chinese medicinal herbs for the treatment of 
idiopathic chronic fatigue and chronic fatigue syndrome. Cochrane Database Syst Rev. 
2009(4):CD006348. PMID: 19821361. 
Exclusion code: 14 

Adolphe AB. Chronic fatigue syndrome: possible effective treatment with nifedipine. Am J Med. 
1988;85(6):892. PMID: 2848418. 
Exclusion code: 8 

Afari N, Buchwald D. Chronic fatigue syndrome: a review. Am J Psychiatry. 2003;160(2):221-
36. PMID: 12562565. 
Exclusion code: 14 

Agardy S. ‘Recovery’ in PACE, the 6 Minute Walking Test and Other Issues: How Well Can 
‘Recovered’ Patients Walk? Available at: https://listserv.nodak.edu/cgi-
bin/wa.exe?A2=ind1308b&L=co-cure&F=&S=&P=9449. Accessed November 13,2014.  
Exclusion code: 3 

Akagi H, Klimes I, Bass C. Cognitive behavioral therapy for chronic fatigue syndrome in a 
general hospital - Feasible and effective. Gen Hosp Psychiatry. 2001;23(5):254-60.  
Exclusion code: 8 

Akarsu S, Tekin L, Ay H, et al. The efficacy of hyperbaric oxygen therapy in the management of 
chronic fatigue syndrome. Undersea Hyperb Med. 2013;40(2):197-200. PMID: 23682549. 
Exclusion code: 12 

Alberts M, Smets EM, Vercoulen JH, et al. [‘Abbreviated fatigue questionnaire’: a practical tool 
in the classification of fatigue]. Ned Tijdschr Geneeskd. 1997;141(31):1526-30. PMID: 9543741. 
Exclusion code: 2 

Alraek T, Lee MS, Choi T-Y, et al. Complementary and alternative medicine for patients with 
chronic fatigue syndrome: a systematic review. BMC Altern Med. 2011;11:87. PMID: 
21982120. 
Exclusion code: 14 

Amel Kashipaz MR, Swinden D, Todd I, et al. Normal production of inflammatory cytokines in 
chronic fatigue and fibromyalgia syndromes determined by intracellular cytokine staining in 
short-term cultured blood mononuclear cells. Clin Exp Immunol. 2003;132(2):360-5. PMID: 
12699429. 
Exclusion code: 5 

D-3 



 

Amsterdam JD, Shults J, Rutherford N. Open-label study of s-citalopram therapy of chronic 
fatigue syndrome and co-morbid major depressive disorder. Prog Neuropsychopharmacol Biol 
Psychiatry. 2008;32(1):100-6. PMID: 17804135. 
Exclusion code: 8 

Andersen MM, Permin H, Albrecht F. Illness and disability in Danish Chronic Fatigue Syndrome 
patients at diagnosis and 5-year follow-up. J Psychosom Res. 2004;56(2):217-29. PMID: 
15016582. 
Exclusion code: 2 

Anderson JS, Ferrans CE. The quality of life of persons with chronic fatigue syndrome. J Nerv 
Ment Dis. 1997;185(6):359-67. PMID: 9205421. 
Exclusion code: 2 

Anderson VR, Jason LA, Hlavaty LE. A qualitative natural history study of ME/CFS in the 
community. Health Care Women Int. 2014;35(1):3-26. PMID: 23445264. 
Exclusion code: 8 

Andersson M, Bagby J, Dyrehag L, et al. Effects of staphylococcus toxoid vaccine on pain and 
fatigue in patients with fibromyaigia/chronic fatigue syndrome. Eur J Pain. 1998;2(2):133-42. 
PMID: 10700309. 
Exclusion code: 5 

Andersson M, Bagby JR, Dyrehag L, et al. Effects of staphylococcus toxoid vaccine on pain and 
fatigue in patients with fibromyalgia/chronic fatigue syndrome. Eur J Pain. 1998;2(2):133-42. 
PMID: 10700309. 
Exclusion code: 5 

Anfinson TJ. Diagnostic assessment of chronic fatigue syndrome. Medical-psychiatric practice, 
Vol 3. 1995:215-55.  
Exclusion code: 2 

Antiel RM, Caudill JS, Burkhardt BEU, et al. Iron insufficiency and hypovitaminosis D in 
adolescents with chronic fatigue and orthostatic intolerance. South Med J. 2011;104(8):609-11. 
PMID: 21886073. 
Exclusion code: 4 

Appleby L. Aerobic exercise and Fluoxetine in the treatment of chronic fatigue syndrome. 
National Research Register. 1995. 
Exclusion code: 9 

Arnold DL, Bore PJ, Radda GK, et al. Excessive intracellular acidosis of skeletal muscle on 
exercise in a patient with a post-viral exhaustion/fatigue syndrome. A 31P nuclear magnetic 
resonance study. Lancet. 1984;1(8391):1367-9. PMID: 6145831. 
Exclusion code: 8 

Arroll MA, Senior V. Individuals’ experience of chronic fatigue syndrome/myalgic 
encephalomyelitis: An interpretative phenomenological analysis. Psychol Health. 
2008;23(4):443-58. PMID: 25160578  
Exclusion code: 8 

D-4 



 

Ash-Bernal R, Wall C, 3rd, Komaroff AL, et al. Vestibular function test anomalies in patients 
with chronic fatigue syndrome. Acta Otolaryngol (Stockh). 1995;115(1):9-17. PMID: 7762393. 
Exclusion code: 2 

Awdry R. Homoeopathy may help ME. International Journal of Alternative and Complementary 
Medicine. 1996. 
Exclusion code: 9 

Badham SP, Hutchinson CV. Characterising eye movement dysfunction in myalgic 
encephalomyelitis/chronic fatigue syndrome. Graefes Arch Clin Exp Ophthalmol. 
2013;251(12):2769-76. PMID: 23918092. 
Exclusion code: 5 

Bagnall AM, Whiting P, Richardson R, et al. Interventions for the treatment and management of 
chronic fatigue syndrome/myalgic encephalomyelitis. Qual Saf Health Care. 2002;11(3):284-8. 
PMID: 12486997. 
Exclusion code: 14 

Bakker RJ, van de Putte EM, Kuis W, et al. Effects of an educational video film in fatigued 
children and adolescents: a randomised controlled trial. Arch Dis Child. 2011;96(5):457-60. 
PMID: 20861404. 
Exclusion code: 5 

Baraniuk JN, Petrie KN, Le U, et al. Neuropathology in rhinosinusitis. Am J Respir Crit Care 
Med. 2005;171(1):5-11. PMID: 15477496. 
Exclusion code: 8 

Barron DF, Cohen BA, Geraghty MT, et al. Joint hypermobility is more common in children 
with chronic fatigue syndrome than in healthy controls. J Pediatr. 2002;141(3):421-5. PMID: 
12219066. 
Exclusion code: 5 

Baschetti R. The 1microg Synacthen test in chronic fatigue syndrome. Clin Endocrinol (Oxf). 
2000;52(6):797-9. PMID: 10848890. 
Exclusion code: 9 

Baschetti R. Cognitive behaviour therapy and chronic fatigue syndrome. Br J Gen Pract. 
2001;51(465):316-7. PMID: 11458489. 
Exclusion code: 9 

Baschetti R. Investigations of hydrocortisone and fludrocortisone in the treatment of chronic 
fatigue syndrome. J Clin Endocrinol Metab. 1999;84(6):2263-4. PMID: 10372750. 
Exclusion code: 9 

Baschetti R. Treating chronic fatigue with exercise. Results are contradictory for patients 
meeting different diagnostic criteria. BMJ. 1998;317(7158):600. PMID: 9758491. 
Exclusion code: 9 

Basu R, O’Quinn DB, Silberger DJ, et al. Th22 cells are an important source of IL-22 for host 
protection against enteropathogenic bacteria. Immunity. 2012;37(6):1061-75. PMID: 23200827. 
Exclusion code: 6 

D-5 



 

Bates DW, Buchwald D, Lee J, et al. Clinical laboratory test findings in patients with chronic 
fatigue syndrome. Arch Intern Med. 1995;155(1):97-103. PMID: 7632202. 
Exclusion code: 8 

Bates DW, Schmitt W, Buchwald D, et al. Prevalence of fatigue and chronic fatigue syndrome in 
a primary care practice. Arch Intern Med. 1993;153(24):2759-65. PMID: 8257251. 
Exclusion code: 8 

Bazelmans E, Prins J, Bleijenberg G. Cognitive behavior therapy for active and for passive CFS 
patients. Gedragstherapie. 2002;35(2):191-204.  
Exclusion code: 2 

Bazelmans E, Prins J, Bleijenberg G. Cognitive Behavior Therapy for Relatively Active and for 
Passive Chronic Fatigue Syndrome Patients. Cogn Behav Pract. 2006;13(2):157-66.  
Exclusion code: 9 

Beck AT, Steer RA, Carbin MG. Psychometric properties of the Beck Depression Inventory: 
Twenty-five years of evaluation. Clin Psychol Rev. 1988;8(1):77-100.  
Exclusion code: 2 

Beh HC, Connelly N, Charles M. Effect of noise stress on chronic fatigue syndrome patients. J 
Nerv Ment Dis. 1997;185(1):55-8. PMID: 9040535. 
Exclusion code: 5 

Behan P, Behan WH. Essential Fatty Acids in the treatment of postviral fatigue syndrome. In: 
Horrobin DF, ed. Omega-6 Essential Fatty Acids: Pathophysiology and Roles in Clinical 
Medicine. New York: Wiley-Liss; 1990:275-82. 

Behan P, Haniffah B, Doogan D, et al. A Pilot Study of Sertraline for the Treatment of Chronic 
Fatigue Syndrome. Clin Infect Dis. 1994;18(Suppl 1) 
Exclusion code: 8 

Behan PO, Behan WM, Horrobin D. Effect of high doses of essential fatty acids on the postviral 
fatigue syndrome. Acta Neurol Scand. 1990;82(3):209-16. PMID: 2270749. 
Exclusion code: 5 

Bell DS. ME/CFS as a Mitochondrial Disease. Lyndonville News. 2008;5(2) 
Exclusion code: 9 

Bell IR, Szarek MJ, Dicenso DR, et al. Patterns of waking EEG spectral power in chemically 
intolerant individuals during repeated chemical exposures. Int J Neurosci. 1999;97(1-2):41-59. 
PMID: 10681117. 
Exclusion code: 5 

Bennett AL, Fagioli LR, Schur PH, et al. Immunoglobulin subclass levels in chronic fatigue 
syndrome. J Clin Immunol. 1996;16(6):315-20. PMID: 8946275. 
Exclusion code: 2 

Bentall RP, Powell P, Nye FJ, et al. Predictors of response to treatment for chronic fatigue 
syndrome. Br J Psychiatry. 2002;181:248-52. PMID: 12204931. 
Exclusion code: 4 

D-6 



 

Bentler SE, Hartz AJ, Kuhn EM. Prospective observational study of treatments for unexplained 
chronic fatigue. J Clin Psychiatry. 2005;66(5):625-32. PMID: 15889950. 
Exclusion code: 5 

Bergner M, Bobbitt RA, Carter WB, et al. The Sickness Impact Profile: development and final 
revision of a health status measure. Med Care. 1981;19(8):787-805. PMID: 7278416. 
Exclusion code: 2 

Beurskens AJ, Bultmann U, Kant I, et al. Fatigue among working people: validity of a 
questionnaire measure. Occup Environ Med. 2000;57(5):353-7. PMID: 10769302. 
Exclusion code: 2 

Bhattacharjee M, Botting CH, Sillanpaa MJ. Bayesian biomarker identification based on marker-
expression proteomics data. Genomics. 2008;92(6):384-92. PMID: 18657605. 
Exclusion code: 3 

Biswal B, Kunwar P, Natelson BH. Cerebral blood flow is reduced in chronic fatigue syndrome 
as assessed by arterial spin labeling. J Neurol Sci. 2011;301(1-2):9-11. PMID: 21167506. 
Exclusion code: 8 

Bjelland I, Dahl AA, Haug TT, et al. The validity of the Hospital Anxiety and Depression Scale. 
An updated literature review. J Psychosom Res. 2002;52(2):69-77. PMID: 11832252. 
Exclusion code: 2 

Black CD, McCully KK. Time course of exercise induced alterations in daily activity in chronic 
fatigue syndrome. Dyn Med. 2005;4:10. PMID: 16255779. 
Exclusion code: 12 

Black CD, O’Connor P J, McCully KK. Increased daily physical activity and fatigue symptoms 
in chronic fatigue syndrome. Dyn Med. 2005;4(1):3. PMID: 15745455. 
Exclusion code: 12 

Blakely AA, Howard RC, Sosich RM, et al. Psychiatric symptoms, personality and ways of 
coping in chronic fatigue syndrome. Psychol Med. 1991;21(2):347-62. PMID: 1876640. 
Exclusion code: 5 

Blazquez A, Guillamo E, Javierre C. Preliminary experience with dance movement therapy in 
patients with chronic fatigue syndrome. The Arts in Psychotherapy. 2010;37(4):285-92.  
Exclusion code: 8 

Bleijenberg G. The effectiveness of cognitive behavioural therapy in groups for patients with 
Chronic Fatigue Syndrome (CFS): a randomised controlled study [ISRCTN15823716]. 
controlled trialscom. 2008 
Exclusion code: 9 

Bleijenberg G. The effectiveness of Self-instructions in the treatment of patients with Chronic 
Fatigue Syndrome (CFS): a randomised controlled study [ISRCTN27293439]. controlled 
trialscom. 2008 
Exclusion code: 9 

D-7 



 

Blenkiron P, Edwards R, Lynch S. Associations between perfectionism, mood, and fatigue in 
chronic fatigue syndrome: a pilot study. J Nerv Ment Dis. 1999;187(9):566-70. PMID: 
10496512. 
Exclusion code: 7 

 

Blockmans D, Persoons P, Van Houdenhove B, et al. Does methylphenidate reduce the 
symptoms of chronic fatigue syndrome? Am J Med. 2006;119(2):167.e23-30. PMID: 16443425. 

Exclusion code: 12 

 

Boda WL, Natelson BH, Sisto SA, et al. Gait abnormalities in chronic fatigue syndrome. J 
Neurol Sci. 1995;131(2):156-61. PMID: 7595641. 

Exclusion code: 8 

 

Bombardier CH, Buchwald D. Chronic fatigue, chronic fatigue syndrome, and fibromyalgia. 
Disability and health-care use. Med Care. 1996;34(9):924-30. PMID: 8792781. 

Exclusion code: 3 

 

Bombardier CH, Buchwald D. Outcome and prognosis of patients with chronic fatigue vs 
chronic fatigue syndrome. Arch Intern Med. 1995;155(19):2105-10. PMID: 7575071. 

Exclusion code: 8 

 

Boneva RS, Decker MJ, Maloney EM, et al. Higher heart rate and reduced heart rate variability 
persist during sleep in chronic fatigue syndrome: a population-based study. Auton Neurosci. 
2007;137(1-2):94-101. PMID: 17851136. 

Exclusion code: 3 

 

Boneva RS, Lin J-MS, Maloney EM, et al. Use of medications by people with chronic fatigue 
syndrome and healthy persons: a population-based study of fatiguing illness in Georgia. Health 
Qual Life Outcomes. 2009;7:67. PMID: 19619330. 

Exclusion code: 8 

 

Borish L, Schmaling K, DiClementi JD, et al. Chronic fatigue syndrome: identification of 
distinct subgroups on the basis of allergy and psychologic variables. J Allergy Clin Immunol. 
1998;102(2):222-30. PMID: 9723665. 

Exclusion code: 3 

 

D-8 



 

Bou-Holaigah I, Rowe PC, Kan J, et al. The relationship between neurally mediated hypotension 
and the chronic fatigue syndrome. JAMA. 1995;274(12):961-7. PMID: 7674527. 

Exclusion code: 12 

 

Bowling A, Bond M, Jenkinson C, et al. Short Form 36 (SF-36) Health Survey questionnaire: 
which normative data should be used? Comparisons between the norms provided by the 
Omnibus Survey in Britain, the Health Survey for England and the Oxford Healthy Life Survey. 
Journal of Public Health. 1999;21(3):255-70. PMID: 10528952. 

Exclusion code: 2 

 

Bowman MA, Kirk JK, Michielutte R, et al. Use of amantadine for chronic fatigue syndrome. 
Arch Intern Med. 1997;157(11):1264-5. PMID: 9183239. 

Exclusion code: 8 

 

Bradley AS, Ford B, Bansal AS. Altered functional B cell subset populations in patients with 
chronic fatigue syndrome compared to healthy controls. Clin Exp Immunol. 2013;172(1):73-80. 
PMID: 23480187. 

Exclusion code: 8 

 

Brenu E, Johnston S, Hardcastle S, et al. Immune abnormalities in patients meeting new 
diagnostic criteria for chronic fatigue syndrome/Myalgic Encephalomyelitis. J Mol Biomark 
Diagn. 2013;4(3) 

Exclusion code: 2 

 

Brenu EW, Ashton KJ, van Driel M, et al. Cytotoxic lymphocyte microRNAs as prospective 
biomarkers for Chronic Fatigue Syndrome/Myalgic Encephalomyelitis. J Affect Disord. 
2012;141(2-3):261-9. PMID: 22572093. 

Exclusion code: 8 

 

Brenu EW, van Driel ML, Staines DR, et al. Longitudinal investigation of natural killer cells and 
cytokines in chronic fatigue syndrome/myalgic encephalomyelitis. J Transl Med. 2012;10:88. 
PMID: 22571715. 

Exclusion code: 2 

 

Brenu EW, van Driel ML, Staines DR, et al. Immunological abnormalities as potential 
biomarkers in Chronic Fatigue Syndrome/Myalgic Encephalomyelitis. J Transl Med. 2011;9:81. 
PMID: 21619669. 

D-9 



 

Exclusion code: 2 

 

Brewer JH, Thrasher JD, Straus DC, et al. Detection of mycotoxins in patients with chronic 
fatigue syndrome. Toxins (Basel). 2013;5(4):605-17. PMID: 23580077. 

Exclusion code: 2 

 

Brimacombe M, Helmer D, Natelson BH. Clinical differences exist between patients fulfilling 
the 1988 and 1994 case definitions of chronic fatigue syndrome. J Clin Psychol Med Settings. 
2002;9(4):309-14.  

Exclusion code: 8 

 

Bringsli GJ, Gilje A, Wold BKG. THE NORWEGIAN ME ASSOCIATION NATIONAL 
SURVEY Abridged ENGLISH VERSION.  

Exclusion code: 9 

 

Brkic S, Tomic S, Maric D, et al. Lipid peroxidation is elevated in female patients with chronic 
fatigue syndrome. Med Sci Monit. 2010;16(12):CR628-32. PMID: 21119582. 

Exclusion code: 2 

 

Broadbent DE, Cooper PF, FitzGerald P, et al. The Cognitive Failures Questionnaire (CFQ) and 
its correlates. Br J Clin Psychol. 1982;21(1):1-16. PMID: 7126941. 

Exclusion code: 2 

 

Broderick G. A moving target: Taking aim at the regulatory dynamics of illness. Brain Behav 
Immun. 2012;26(7):1045-6. PMID: 22771423. 

Exclusion code: 9 

 

Broderick G, Craddock RC, Whistler T, et al. Identifying illness parameters in fatiguing 
syndromes using classical projection methods. Pharmacogenomics. 2006;7(3):407-19. PMID: 
16610951. 

Exclusion code: 2 

 

Brooks J, King N, Wearden A. Couples’ experiences of interacting with outside others in chronic 
fatigue syndrome: A qualitative study. Chronic Illn. 2014;10(1):5-17. PMID: 23585635. 

Exclusion code: 8 

 

D-10 



 

Brooks JC, Roberts N, Whitehouse G, et al. Proton magnetic resonance spectroscopy and 
morphometry of the hippocampus in chronic fatigue syndrome. Br J Radiol. 2000;73(875):1206-
8. PMID: 11144799. 

Exclusion code: 2 

 

Brostoff J. A phase II, randomised, placebo controlled study to assess the safety and efficacy of 
anti cholineskinase drugs in patients with a diagnosis of chronic fatigue syndrome. National 
Research Register. 2000. 

Exclusion code: 9 

 

Brouwer B, Packer T. Corticospinal excitability in patients diagnosed with chronic fatigue 
syndrome. Muscle Nerve. 1994;17(10):1210-2. PMID: 7935529. 

Exclusion code: 7 

 

Brouwers FM, Van Der Werf S, Bleijenberg G, et al. The effect of a polynutrient supplement on 
fatigue and physical activity of patients with chronic fatigue syndrome: a double-blind 
randomized controlled trial. QJM. 2002;95(10):677-83. PMID: 12324640. 

Exclusion code: 12 

 

Brown AA, Evans MA, Jason LA. Examining the energy envelope and associated symptom 
patterns in chronic fatigue syndrome: Does coping matter? Chronic Illn. 2013;9(4):302-11. 
PMID: 23585632. 

Exclusion code: 2 

 

Brown M, Kaplan C, Jason L. Factor analysis of the Beck Depression Inventory-II with patients 
with chronic fatigue syndrome. J Health Psychol. 2012;17(6):799-808. PMID: 22104663. 

Exclusion code: 3 

 

Brown MM, Brown AA, Jason LA. Illness duration and coping style in chronic fatigue 
syndrome. Psychol Rep. 2010;106(2):383-93. PMID: 20524538. 

Exclusion code: 2 

 

Brunello N, Akiskal H, Boyer P, et al. Dysthymia: clinical picture, extent of overlap with chronic 
fatigue syndrome, neuropharmacological considerations, and new therapeutic vistas. J Affect 
Disord. 1999;52(1-3):275-90. PMID: 10357046. 

Exclusion code: 2 

D-11 



 

 

Brurberg KG, Fonhus MS, Larun L, et al. Case definitions for chronic fatigue syndrome/myalgic 
encephalomyelitis (CFS/ME): a systematic review. BMJ Open. 2014;4(2):e003973. PMID: 
24508851. 

Exclusion code: 14 

 

Buchwald D, Herrell R, Ashton S, et al. The Chronic Fatigue Twin Registry: method of 
construction, composition, and zygosity assignment. Twin Res. 1999;2(3):203-11. PMID: 
10555131. 

Exclusion code: 8 

 

Buchwald D, Herrell R, Ashton S, et al. A twin study of chronic fatigue. Psychosom Med. 
2001;63(6):936-43. PMID: 11719632. 

Exclusion code: 2 

 

Buchwald D, Pearlman T, Umali J, et al. Functional status in patients with chronic fatigue 
syndrome, other fatiguing illnesses, and healthy individuals. Am J Med. 1996;101(4):364-70. 
PMID: 8873506. 

Exclusion code: 3 

 

Buchwald D, Umali P, Umali J, et al. Chronic fatigue and the chronic fatigue syndrome: 
prevalence in a Pacific Northwest health care system. Ann Intern Med. 1995;123(2):81-8. PMID: 
7778839. 

Exclusion code: 2 

 

Buchwald D, Wener MH, Pearlman T, et al. Markers of inflammation and immune activation in 
chronic fatigue and chronic fatigue syndrome. J Rheumatol. 1997;24(2):372-6. PMID: 9034999. 

Exclusion code: 2 

 

Burckhardt CS, Anderson KL. The Quality of Life Scale (QOLS): reliability, validity, and 
utilization. Health Qual Life Outcomes. 2003;1:60. PMID: 14613562. 

Exclusion code: 2 

 

Burckhardt CS, Clark SR, Bennett RM. The fibromyalgia impact questionnaire: development 
and validation. J Rheumatol. 1991;18(5):728-33. PMID: 1865419. 

Exclusion code: 2 

D-12 



 

 

Burgess M, Chalder T. Cognitive behaviour therapy for adults with chronic fatigue syndrome: 
Outpatient v telephone sessions; a randomised controlled trial. 32nd Congress of the British 
Association for Behavioural and Cognitive Psychotherapies. 2004. 

Exclusion code: 9 

 

Burnet RB, Chatterton BE. Gastric emptying is slow in chronic fatigue syndrome. BMC 
Gastroenterol. 2004;4:32. PMID: 15619332. 

Exclusion code: 7 

 

Burton AR, Rahman K, Kadota Y, et al. Reduced heart rate variability predicts poor sleep quality 
in a case-control study of chronic fatigue syndrome. Exp Brain Res. 2010;204(1):71-8. PMID: 
20502886. 

Exclusion code: 8 

 

Busichio K, Tiersky LA, Deluca J, et al. Neuropsychological deficits in patients with chronic 
fatigue syndrome. J Int Neuropsychol Soc. 2004;10(2):278-85. PMID: 15012848. 

Exclusion code: 8 

 

C. Michael White, Stanley Ip, Melissa McPheeters, et al. Using existing systematic reviews to 
replace de novo processes in conducting Comparative Effectiveness Reviews. Methods Guide for 
Comparative Effectiveness Reviews. Agency for Healthcare Research and Quality. AHRQ 
Publication No. 10(13)-EHC063-EF. Rockville (MD). Available at: 
http://effectivehealthcare.ahrq.gov/search-for-guides-reviews-and-
reports/?pageaction=displayproduct&productid=329. Accessed March 21, 2014.  

Exclusion code: 2 

 

Cairns R, Hotopf M. A systematic review describing the prognosis of chronic fatigue syndrome. 
Occup Med. 2005;55(1):20-31. PMID: 15699087. 

Exclusion code: 2 

 

Cameron B, Galbraith S, Zhang Y, et al. Gene expression correlates of postinfective fatigue 
syndrome after infectious mononucleosis. J Infect Dis. 2007;196(1):56-66. PMID: 17538884. 

Exclusion code: 7 

 

Campion P. Should general practitioners manage chronic fatigue syndrome? A controlled trial. 
Current Controlled Trials. 1998. 

D-13 



 

Exclusion code: 9 

 

Camus F, Henzel D, Janowski M, et al. Unexplained fever and chronic fatigue: abnormal 
circadian temperature pattern. Eur J Med. 1992;1(1):30-6. PMID: 1341974. 

Exclusion code: 2 

 

Capuron L, Welberg L, Heim C, et al. Cognitive dysfunction relates to subjective report of 
mental fatigue in patients with chronic fatigue syndrome. Neuropsychopharmacology. 
2006;31(8):1777-84. PMID: 16395303. 

Exclusion code: 3 

 

Carlo-Stella N, Bozzini S, De Silvestri A, et al. Molecular study of receptor for advanced 
glycation endproduct gene promoter and identification of specific HLA haplotypes possibly 
involved in chronic fatigue syndrome. Int J Immunopathol Pharmacol. 2009;22(3):745-54. 
PMID: 19822091. 

Exclusion code: 2 

 

Carmel L, Efroni S, White PD, et al. Gene expression profile of empirically delineated classes of 
unexplained chronic fatigue. Pharmacogenomics. 2006;7(3):375-86. PMID: 16610948. 

Exclusion code: 7 

 

Carruthers BM, Jain AK, de Meirleir KL, et al. Myalgic Encephalomyelitis/Chronic Fatigue 
Syndrome: Clinical Working Case Definition, Diagnostic and Treatment Protocols. J Chronic 
Fatigue Syndr. 2003;11(1):7-115.  

Exclusion code: 2 

 

Carruthers BM, van de Sande MI, De Meirleir KL, et al. Myalgic encephalomyelitis: 
International Consensus Criteria. J Intern Med. 2011;270(4):327-38. PMID: 21777306. 

Exclusion code: 2 

 

Carruthers BM, van de Sande MI, De Meirleir K, et al. Myalgic Encephalomyelitis – Adult & 
Paediatric: International Consensus Primer for Medical Practitioners. 2012. 

Exclusion code: 2 

 

Carson KV, Labiszewski NA, Brinn MP, et al. Consumer guidelines for chronic disease 
management. Cochrane Database Syst Rev. 2012(9). 

D-14 



 

Exclusion code: 9 

 

Carver CS. You want to measure coping but your protocol’too long: Consider the brief cope. Int 
J Behav Med. 1997;4(1):92-100. PMID: 16250744. 

Exclusion code: 2 

 

Casado B, Zanone C, Annovazzi L, et al. Urinary electrophoretic profiles from chronic fatigue 
syndrome and chronic fatigue syndrome/fibromyalgia patients: a pilot study for achieving their 
normalization. J Chromatogr B Analyt Technol Biomed Life Sci. 2005;814(1):43-51. PMID: 
15607706. 

Exclusion code: 2 

 

 

Castell BD, Kazantzis N, Moss-Morris RE. Cognitive behavioral therapy and graded exercise for 
chronic fatigue syndrome: A meta-analysis. Clin Psychol Sci Prac. 2011;18(4):311-24.  

Exclusion code: 14 

 

Castro-Marrero J, Cordero MD, Saez-Francas N, et al. Could mitochondrial dysfunction be a 
differentiating marker between chronic fatigue syndrome and fibromyalgia? Antioxid Redox 
Signal. 2013;19(15):1855-60. PMID: 23600892. 

Exclusion code: 7 

 

Cella M, Chalder T. Measuring fatigue in clinical and community settings. J Psychosom Res. 
2010;69(1):17-22. PMID: 20630259. 

Exclusion code: 2 

 

Cella M, Chalder T, White PD. Does the heterogeneity of chronic fatigue syndrome moderate the 
response to cognitive behaviour therapy? An exploratory study. Psychother Psychosom. 
2011;80(6):353-8. PMID: 21829047. 

Exclusion code: 8 

 

Cella M, Sharpe M, Chalder T. Measuring disability in patients with chronic fatigue syndrome: 
reliability and validity of the Work and Social Adjustment Scale. J Psychosom Res. 
2011;71(3):124-8. PMID: 21843745. 

Exclusion code: 2 

 

D-15 



 

Cella M, White PD, Sharpe M, et al. Cognitions, behaviours and co-morbid psychiatric 
diagnoses in patients with chronic fatigue syndrome. Psychol Med. 2013;43(2):375-80. PMID: 
22571806. 

Exclusion code: 3 

 

Center for Drug Evaluation and Research. The Voice of the Patient: A series of reports from the 
U.S. Food and Drug Administration’s (FDA’s) Patient-Focused Drug Development Initiative. 
Chronic Fatigue Syndrome and Myalgic Encephalomyelitis: U.S. Food and Drug Administration. 
2013. Available at: 
http://www.fda.gov/downloads/ForIndustry/UserFees/PrescriptionDrugUserFee/UCM368806.pd
f. Accessed March 22, 2014.  

Exclusion code: 2 

 

Centers for Disease C, Prevention. Inability of retroviral tests to identify persons with chronic 
fatigue syndrome, 1992. MMWR Morb Mortal Wkly Rep. 1993;42(10):183. PMID: 8446093. 

Exclusion code: 7 

 

Chalder T, Berelowitz G, Pawlikowska T, et al. Development of a fatigue scale. J Psychosom 
Res. 1993;37(2):147-53. PMID: 8463991. 

Exclusion code: 2 

 

Chalder T, Deale A, Wessely S. Cognitive behavioral therapy for chronic fatigue syndrome. Clin 
Infect Dis. 1995;20(3):717-8. PMID: 7756505. 

Exclusion code: 9 

 

Chalder T, Godfrey E, Ridsdale L, et al. Predictors of outcome in a fatigued population in 
primary care following a randomized controlled trial. Psychol Med. 2003;33(2):283-7. PMID: 
12622306. 

Exclusion code: 5 

 

Chalder T, Power MJ, Wessely S. Chronic fatigue in the community: ‘a question of attribution’. 
Psychol Med. 1996;26(4):791-800. PMID: 8817714. 

Exclusion code: 7 

 

Chalder T, Wallace P, Wessley S. Self-help treatment of chronic fatigue in the community: A 
randomized controlled trial. Br J Health Psychol. 1997;2(3):189-97.  

Exclusion code: 5 

D-16 



 

 

Chalder T, Wessely S, Wallace P, et al. Viral illness and chronic fatigue (syndrome). Lancet. 
1995;346(8972):449. PMID: 7623600. 

Exclusion code: 9 

 

Chalmers RA, Jones MG, Goodwin CS, et al. CFSUM1 and CFSUM2 in urine from patients 
with chronic fatigue syndrome are methodological artefacts. Clin Chim Acta. 2006;364(1-
2):148-58. PMID: 16095585. 

Exclusion code: 8 

 

Chambers D, Bagnall A-M, Hempel S, et al. Interventions for the treatment, management and 
rehabilitation of patients with chronic fatigue syndrome/myalgic encephalomyelitis: an updated 
systematic review. J R Soc Med. 2006;99(10):506-20. PMID: 17021301. 

Exclusion code: 5 

 

Chaudhuri A. Cognitive behaviour therapy for chronic fatigue syndrome. Lancet. 
2001;358(9277):238; author reply 40-1. PMID: 11480426. 

Exclusion code: 9 

 

Chaudhuri A. Patient education to encourage graded exercise in chronic fatigue syndrome. Trial 
has too many shortcomings. BMJ. 2001;322(7301):1545-6. PMID: 11439997. 

Exclusion code: 9 

 

Chaudhuri A, Condon BR, Gow JW, et al. Proton magnetic resonance spectroscopy of basal 
ganglia in chronic fatigue syndrome. Neuroreport. 2003;14(2):225-8. PMID: 12598734. 

Exclusion code: 8 

 

Chaudhuri A, Gow JW, Behan PO. Neurobiology of chronic fatigue syndrome. Fatigue science 
for human health. 2008:125-36.  

Exclusion code: 9 

 

Cheverton DP. Tetracyclines in myalgic encephalomyelitis. Samj, S. 1992;Suid-Afrikaanse 
Tydskrif Vir Geneeskunde. 82(5):369-70. PMID: 1448725. 

Exclusion code: 9 

 

D-17 



 

Chilton SA. Cognitive behaviour therapy for the chronic fatigue syndrome. Evening primrose oil 
and magnesium have been shown to be effective. BMJ. 1996;312(7038):1096; author reply 8. 
PMID: 8616424. 

Exclusion code: 9 

 

Cho HJ, Bhugra D, Wessely S. ‘Physical or psychological?’- a comparative study of causal 
attribution for chronic fatigue in Brazilian and British primary care patients. Acta Psychiatr 
Scand. 2008;118(1):34-41. PMID: 18498433. 

Exclusion code: 8 

 

Cho HJ, Hotopf M, Wessely S. The placebo response in the treatment of chronic fatigue 
syndrome: a systematic review and meta-analysis. Psychosom Med. 2005;67(2):301-13. PMID: 
15784798. 

Exclusion code: 14 

Chu L, Friedberg F, Friedman KJ, et al. Exercise and chronic fatigue syndrome: maximize 
function, minimize post-exertional malaise. Eur J Clin Invest. 2012;42(12):1362; author reply 3-
5. PMID: 22998752. 

Exclusion code: 9 

 

Ciccone DS, Busichio K, Vickroy M, et al. Psychiatric morbidity in the chronic fatigue 
syndrome: are patients with personality disorder more physically impaired? J Psychosom Res. 
2003;54(5):445-52. PMID: 12726901. 

Exclusion code: 2 

Ciccone DS, Chandler HK, Natelson BH. Illness trajectories in the chronic fatigue syndrome: a 
longitudinal study of improvers versus non-improvers. J Nerv Ment Dis. 2010;198(7):486-93. 
PMID: 20611051. 

Exclusion code: 2 

 

Ciregia F, Giusti L, Da Valle Y, et al. A multidisciplinary approach to study a couple of 
monozygotic twins discordant for the chronic fatigue syndrome: a focus on potential salivary 
biomarkers. J Transl Med. 2013;11:243. PMID: 24088505. 

Exclusion code: 8 

 

Clague JE, Edwards RH, Jackson MJ. Intravenous magnesium loading in chronic fatigue 
syndrome. Lancet. 1992;340(8811):124-5. PMID: 1352002. 

Exclusion code: 9 

 

D-18 



 

Clark C, Goodwin L, Stansfeld SA, et al. Premorbid risk markers for chronic fatigue syndrome 
in the 1958 British birth cohort. Br J Psychiatry. 2011;199(4):323-9. PMID: 21852302. 

Exclusion code: 5 

 

Clark LV, White PD. The role of deconditioning and therapeutic exercise in chronic fatigue 
syndrome (CFS). J Ment Health. 2005;14(3):237-52.  

Exclusion code: 9 

 

Clark MR, Katon W, Russo J, et al. Chronic fatigue: risk factors for symptom persistence in a 2 
1/2-year follow-up study. Am J Med. 1995;98(2):187-95. PMID: 7847436. 

Exclusion code: 3 

 

Cleare AJ, Blair D, Chambers S, et al. Urinary free cortisol in chronic fatigue syndrome. Am J 
Psychiatry. 2001;158(4):641-3. PMID: 11282703. 

Exclusion code: 8 

 

Cleare AJ, Heap E, Malhi GS, et al. Low-dose hydrocortisone in chronic fatigue syndrome: a 
randomised crossover trial. Lancet. 1999;353(9151):455-8. PMID: 9989716. 

Exclusion code: 12 

 

Cleare AJ, Messa C, Rabiner EA, et al. Brain 5-HT1A receptor binding in chronic fatigue 
syndrome measured using positron emission tomography and [11C]WAY-100635. Biol 
Psychiatry. 2005;57(3):239-46. PMID: 15691524. 

Exclusion code: 2 

 

Cleare AJ, Miell J, Heap E, et al. Hypothalamo-pituitary-adrenal axis dysfunction in chronic 
fatigue syndrome, and the effects of low-dose hydrocortisone therapy. J Clin Endocrinol Metab. 
2001;86(8):3545-54. PMID: 11502777. 

Exclusion code: 12 

 

Cleare AJ, O’Keane V, Miell JP. Levels of DHEA and DHEAS and responses to CRH 
stimulation and hydrocortisone treatment in chronic fatigue syndrome. 
Psychoneuroendocrinology. 2004;29(6):724-32. PMID: 15110921. 

Exclusion code: 2 

 

D-19 



 

Cockshell SJ, Mathias JL. Cognitive Functioning in People With Chronic Fatigue Syndrome: A 
Comparison Between Subjective and Objective Measures. Neuropsychology Dec. 
2013(Pagination):No Pagination Specified. PMID: 23527651. 

Exclusion code: 8 

 

Coetzer P, Lockyer I, Schorn D, et al. Quantitative disability evaluation of syndromes presenting 
with chronic fatigue. Samj, S. 2000;Suid-Afrikaanse Tydskrif Vir Geneeskunde. 90(10 Pt 
2):1034-52. PMID: 11081114. 

Exclusion code: 9 

 

Cohen S, Kamarck T, Mermelstein R. A global measure of perceived stress. J Health Soc Behav. 
1983;24(4):385-96. PMID: 6668417. 

Exclusion code: 2 

 

Collin C, Wade DT, Davies S, et al. The Barthel ADL Index: a reliability study. Int Disabil Stud. 
1988;10(2):61-3. PMID: 3403500. 

Exclusion code: 2 

 

Collin SM, Crawley E, May MT, et al. The impact of CFS/ME on employment and productivity 
in the UK: a cross-sectional study based on the CFS/ME national outcomes database. BMC 
Health Serv Res. 2011;11:217. PMID: 21923897. 

Exclusion code: 2 

 

Collinge W, Yarnold P, Raskin E. Use of mind/body selfhealing practice predicts positive health 
transition in chronic fatigue syndrome: a controlled study. Subtle Energies & Energy Medicine. 
1998;9(3). 

Exclusion code: 12 

 

Colquhoun D, Senn S. Is NADH effective in the treatment of chronic fatigue syndrome? Ann 
Allergy Asthma Immunol. 2000;84(6):639-40. PMID: 10875497. 

Exclusion code: 9 

 

Connolly S, Smith DG, Doyle D, et al. Chronic fatigue: electromyographic and 
neuropathological evaluation. J Neurol. 1993;240(7):435-8. PMID: 8410086. 

Exclusion code: 5 

 

D-20 



 

Constant EL, Adam S, Gillain B, et al. Cognitive deficits in patients with chronic fatigue 
syndrome compared to those with major depressive disorder and healthy controls. Clin Neurol 
Neurosurg. 2011;113(4):295-302. PMID: 21255911. 

Exclusion code: 8 

 

Conti F, Magrini L, Priori R, et al. Eosinophil cationic protein serum levels and allergy in 
chronic fatigue syndrome. Allergy. 1996;51(2):124-7. PMID: 8738520. 

Exclusion code: 2 

 

Conti F, Priori R, De Petrillo G, et al. Prevalence of chronic fatigue syndrome in Italian patients 
with persistent fatigue. Ann Ital Med Int. 1994;9(4):219-22. PMID: 7893570. 

Exclusion code: 2 

 

Cook DB, Lange G, DeLuca J, et al. Relationship of brain MRI abnormalities and physical 
functional status in chronic fatigue syndrome. Int J Neurosci. 2001;107(1-2):1-6. PMID: 
11328679. 

Exclusion code: 8 

 

Cook DB, O’Connor PJ, Lange G, et al. Functional neuroimaging correlates of mental fatigue 
induced by cognition among chronic fatigue syndrome patients and controls. Neuroimage. 
2007;36(1):108-22. PMID: 17408973. 

Exclusion code: 3 

 

Cooper DM, Radom-Aizik S, Schwindt C, et al. Dangerous exercise: lessons learned from 
dysregulated inflammatory responses to physical activity. J Appl Physiol (1985). 
2007;103(2):700-9. PMID: 17495117. 

Exclusion code: 9 

 

Cooper L. Report on Survey of Members of Local ME Groups. Bristol, UK: Action for ME. 
2000. Available at: 
http://www.actionforme.org.uk/Resources/Action%20for%20ME/Documents/get-
informed/Local%20Group%20Survey%202001%20Lesley%20Cooper.PDF. Accessed July 30, 
2014.  

Exclusion code: 2 

 

D-21 



 

Cope H, Mann A, Pelosi A, et al. Psychosocial risk factors for chronic fatigue and chronic 
fatigue syndrome following presumed viral illness: a case-control study. Psychol Med. 
1996;26(6):1197-209. PMID: 8931166. 

Exclusion code: 8 

 

Cope H, Pernet A, Kendall B, et al. Cognitive functioning and magnetic resonance imaging in 
chronic fatigue. Br J Psychiatry. 1995;167(1):86-94. PMID: 7551617. 

Exclusion code: 8 

 

Cordero DL, Sisto SA, Tapp WN, et al. Decreased vagal power during treadmill walking in 
patients with chronic fatigue syndrome. Clin Auton Res. 1996;6(6):329-33. PMID: 8985621. 

Exclusion code: 12 

 

Corradi KM, Jason LA, Torres-Harding SR. Exploratory Subgrouping in CFS: Infectious, 
Inflammatory, and Other. Advances in psychology research (Vol 41). Hauppauge, NY: Nova 
Science Publishers; US; 2006:115-27. 

 

Costa DC, Tannock C, Brostoff J. Brainstem perfusion is impaired in chronic fatigue syndrome. 
QJM. 1995;88(11):767-73. PMID: 8542261. 

Exclusion code: 2 

 

Costigan A, Elliott C, McDonald C, et al. Orthostatic symptoms predict functional capacity in 
chronic fatigue syndrome: implications for management. QJM. 2010;103(8):589-95. PMID: 
20534655. 

Exclusion code: 3 

 

Cox DL. Chronic fatigue syndrome: An evaluation of an occupational therapy inpatient 
intervention. Br J Occup Ther. 2002;65(10):461-8.  

Exclusion code: 5 

 

Cox DL, Findley LJ. Is chronic fatigue syndrome treatable in an NHS environment? Clin 
Rehabil. 1994;8(1):76-80.  

Exclusion code: 8 

 

Cox IM, Campbell MJ, Dowson D. Red blood cell magnesium and chronic fatigue syndrome. 
Lancet. 1991;337(8744):757-60. PMID: 1672392. 

D-22 



 

Exclusion code: 12 

 

Crawley E. Comparing specialist medical care with specialist medical care plus the Lightning 
Process for Chronic Fatigue Syndrome or Myalgic Encephalopathy (CFS/ME) - a randomised 
controlled trial [ISRCTN81456207]. Controlled trials.com [www.controlled trials.com]. 2012. 
PMID: 24370208. 

Exclusion code: 5 

 

Crawley E. The epidemiology of chronic fatigue syndrome/myalgic encephalitis in children. 
Arch Dis Child. 2014;99(2):171-4. PMID: 24146285. 

Exclusion code: 5 

 

Crawley E, Collin SM, White PD, et al. Treatment outcome in adults with chronic fatigue 
syndrome: a prospective study in England based on the CFS/ME National Outcomes 
Database.[Erratum appears in QJM. 2013 Jun;106(6):567]. QJM. 2013;106(6):555-65. PMID: 
23538643. 

Exclusion code: 8 

 

Crawley EM, Emond AM, Sterne JA. Unidentified Chronic Fatigue Syndrome/myalgic 
encephalomyelitis (CFS/ME) is a major cause of school absence: surveillance outcomes from 
school-based clinics. BMJ Open. 2011;1(2):e000252. PMID: 22155938. 

Exclusion code: 2 

 

Curriu M, Carrillo J, Massanella M, et al. Screening NK-, B- and T-cell phenotype and function 
in patients suffering from Chronic Fatigue Syndrome. J Transl Med. 2013;11:68. PMID: 
23514202. 

Exclusion code: 7 

Dansie EJ, Furberg H, Afari N, et al. Conditions comorbid with chronic fatigue in a population-
based sample. Psychosomatics. 2012;53(1):44-50. PMID: 22221720. 

Exclusion code: 3 

 

Darbishire L, Ridsdale L, Seed PT. Distinguishing patients with chronic fatigue from those with 
chronic fatigue syndrome: a diagnostic study in UK primary care. Br J Gen Pract. 
2003;53(491):441-5. PMID: 12939888. 

Exclusion code: 5 

 

D-23 



 

Darbishire L, Seed P, Ridsdale L. Predictors of outcome following treatment for chronic fatigue. 
Br J Psychiatry. 2005;186:350-1. PMID: 15802694. 

Exclusion code: 5 

 

Davenport TE, Stevens SR, VanNess MJ, et al. Conceptual model for physical therapist 
management of chronic fatigue syndrome/myalgic encephalomyelitis. Phys Ther. 
2010;90(4):602-14. PMID: 20185614. 

Exclusion code: 2 

 

Davis SD, Kator SF, Wonnett JA, et al. Neurally mediated hypotension in fatigued Gulf War 
veterans: a preliminary report. Am J Med Sci. 2000;319(2):89-95. PMID: 10698092. 

Exclusion code: 5 

 

De Becker P, Dendale P, De Meirleir K, et al. Autonomic testing in patients with chronic fatigue 
syndrome. Am J Med. 1998;105(3A):22S-6S. PMID: 9790478. 

Exclusion code: 3 

 

De Becker P, McGregor N, De Meirleir K. A definition-based analysis of symptoms in a large 
cohort of patients with chronic fatigue syndrome. J Intern Med. 2001;250(3):234-40. PMID: 
11555128. 

Exclusion code: 5 

 

De Becker P, Nijs J, Van Hoof E, et al. A double-blind, placebo-controlled study of acclydine in 
combination with amino acids in patients with chronic fatigue syndrome. AHMF Proceedings, 
“Myalgic Encephalopathy/Chronic Fatigue Syndrome ‘The Medical Practitioners’ Challenge in 
2001”. 2001. 

Exclusion code: 9 

 

De Becker P, Roeykens J, Reynders M, et al. Exercise capacity in chronic fatigue 
syndrome.[Erratum appears in Arch Intern Med 2001 Sep 10;161(16):2051-2]. Arch Intern Med. 
2000;160(21):3270-7. PMID: 11088089. 

Exclusion code: 8 

 

de Lange FP, Kalkman JS, Bleijenberg G, et al. Neural correlates of the chronic fatigue 
syndrome--an fMRI study. Brain. 2004;127(Pt 9):1948-57. PMID: 15240435. 

Exclusion code: 3 

D-24 



 

 

de Lange FP, Koers A, Kalkman JS, et al. Increase in prefrontal cortical volume following 
cognitive behavioural therapy in patients with chronic fatigue syndrome. Brain. 2008;131(Pt 
8):2172-80. PMID: 18587150. 

Exclusion code: 7 

 

De Lorenzo F, Hargreaves J, Kakkar VV. Phosphate diabetes in patients with chronic fatigue 
syndrome. Postgrad Med J. 1998;74(870):229-32. PMID: 9683977. 

Exclusion code: 6 

 

De Lorenzo F, Hargreaves J, Kakkar VV. Possible relationship between chronic fatigue and 
postural tachycardia syndromes. Clin Auton Res. 1996;6(5):263-4. PMID: 8899252. 

Exclusion code: 9 

 

De Lorenzo F, Kakkar VV. Twenty-four-hour urine analysis in patients with orthostatic 
hypotension and chronic fatigue syndrome (CFS). Aust N Z J Med. 1996;26(6):849-50. PMID: 
9028523. 

Exclusion code: 2 

 

De Meirleir K, Bisbal C, Campine I, et al. A 37 kDa 2-5A binding protein as a potential 
biochemical marker for chronic fatigue syndrome. Am J Med. 2000;108(2):99-105. PMID: 
11126321. 

Exclusion code: 2 

 

De Vinci C, Levine PH, Pizza G, et al. Lessons from a pilot study of transfer factor in chronic 
fatigue syndrome. Biotherapy. 1996;9(1-3):87-90. PMID: 8993764. 

Exclusion code: 7 

 

Deale A. CBT versus relaxation for chronic fatigue syndrome: outcome at 5 year follow-up. 
National Research Register. 1999. 

Exclusion code: 9 

 

Deale A, Chalder T, Wessely S. Illness beliefs and treatment outcome in chronic fatigue 
syndrome. J Psychosom Res. 1998;45(1):77-83. PMID: 9720857. 

Exclusion code: 7 

 

D-25 



 

Deale A, Chalder T, Wessely S. “Randomised, double-blind, placebo-controlled trial of 
fluoxetine and graded exercise for chronic fatigue syndrome”: Commentary. Br J Psychiatry. 
1998;172(6):491-2. PMID: 9828988. 

Exclusion code: 9 

 

Deale A, David AS. Chronic fatigue syndrome: evaluation and management. J Neuropsychiatry 
Clin Neurosci. 1994;6(2):189-94. PMID: 8044045. 

Exclusion code: 9 

 

Deary IJ. A taxonomy of medically unexplained symptoms. J Psychosom Res. 1999;47(1):51-9. 
PMID: 10511420. 

Exclusion code: 14 

 

Dechéne L. Mitochondrial Dysfunction, Post-Exertional Malaise and CFS/ME.  

Exclusion code: 2 

 

DeFreitas E, Hilliard B, Cheney PR, et al. Retroviral sequences related to human T-lymphotropic 
virus type II in patients with chronic fatigue immune dysfunction syndrome. Proc Natl Acad Sci 
U S A. 1991;88(7):2922-6. PMID: 1672770. 

Exclusion code: 2 

 

Demitrack MA, Dale JK, Straus SE, et al. Evidence for impaired activation of the hypothalamic-
pituitary-adrenal axis in patients with chronic fatigue syndrome. J Clin Endocrinol Metab. 
1991;73(6):1224-34. PMID: 1659582. 

Exclusion code: 2 

 

Demitrack MA, Gold PW, Dale JK, et al. Plasma and cerebrospinal fluid monoamine 
metabolism in patients with chronic fatigue syndrome: preliminary findings. Biol Psychiatry. 
1992;32(12):1065-77. PMID: 1282370. 

Exclusion code: 2 

 

Dimitrov M, Grafman J. Neuropsychological assessment of chronic fatigue syndrome. J Chronic 
Fatigue Syndr. 1997;3(4):31-42.  

Exclusion code: 2 

 

D-26 



 

Dinos S, Khoshaba B, Ashby D, et al. A systematic review of chronic fatigue, its syndromes and 
ethnicity: prevalence, severity, co-morbidity and coping. Int J Epidemiol. 2009;38(6):1554-70. 
PMID: 19349479. 

Exclusion code: 4 

 

Dissemination CfRa. Complementary and alternative medicine treatments in the management of 
chronic fatigue syndrome: a systematic review of randomized controlled trials (Provisional 
abstract). Database of Abstracts of Reviews of Effects. 2013(4). 

Exclusion code: 9 

 

Dissemination CfRa. Defining and managing chronic fatigue syndrome (Structured abstract). 
Database of Abstracts of Reviews of Effects. 2013(3)PMID: 11840862. 

Exclusion code: 2 

 

Dissemination CfRa. Defining and managing chronic fatigue syndrome (Structured abstract). 
Database of Abstracts of Reviews of Effects. 2014(3)PMID: 11840862. 

Exclusion code: 2 

 

Dissemination CfRa. Efficacy of cognitive behavioral therapy for chronic fatigue syndrome: a 
meta-analysis (Structured abstract). Database of Abstracts of Reviews of Effects. 2013(3)PMID: 
18060672. 

Exclusion code: 9 

 

Dissemination CfRa. How to exercise people with chronic fatigue syndrome: evidence-based 
practice guidelines (Provisional abstract). Database of Abstracts of Reviews of Effects. 
2013(3)PMID: 22725992. 

Exclusion code: 14 

 

Dissemination CfRa. A meta analysis on randomized controlled trials of acupuncture treatment 
of chronic fatigue syndrome (Provisional abstract). Database of Abstracts of Reviews of Effects. 
2013(3)PMID: 20209981. 

Exclusion code: 9 

 

Dissemination CfRa. The placebo response in the treatment of chronic fatigue syndrome: a 
systematic review and meta-analysis (Structured abstract). Database of Abstracts of Reviews of 
Effects. 2013(3)PMID: 15784798. 

Exclusion code: 7 

D-27 



 

 

Dissemination CfRa. Prognosis of fatigue: a systematic review (Provisional abstract). Database 
of Abstracts of Reviews of Effects. 2013(3)PMID: 18374732. 

Exclusion code: 9 

 

Dissemination CfRa. Psychological treatment of patients with chronic toxic encephalopathy: 
lessons from studies of chronic fatigue and whiplash (Structured abstract). Database of Abstracts 
of Reviews of Effects. 2013(3)PMID: 12920327. 

Exclusion code: 5 

 

Dissemination CfRa. Psychosocial treatments for multiple unexplained physical symptoms: a 
review of the literature (Structured abstract). Database of Abstracts of Reviews of Effects. 
2013(3). PMID: 12461199. 

Exclusion code: 9 

 

Dissemination CfRa. Rehabilitation programs for individuals with chronic fatigue syndrome: a 
review (Structured abstract). Database of Abstracts of Reviews of Effects. 2013(3) 

Exclusion code: 9 

 

Dissemination CfRa. Systematic review and meta-analysis of interventions for postoperative 
fatigue (Structured abstract). Database of Abstracts of Reviews of Effects. 2013(3)PMID: 
12153621. 

Exclusion code: 5 

 

Dissemination CfRa. Systematic review of the current literature related to disability and chronic 
fatigue syndrome (Structured abstract). Database of Abstracts of Reviews of Effects. 
2013(3)PMID: 12647509. 

Exclusion code: 9 

 

Dissemination CfRa. Systematic review of the current literature related to disability and chronic 
fatigue syndrome (Structured abstract). Database of Abstracts of Reviews of Effects. 2014(3) 

Exclusion code: 2 

 

Dissemination CfRa. Treating chronic fatigue syndrome: a study into the scientific evidence for 
pharmacological treatments (Provisional abstract). Database of Abstracts of Reviews of Effects. 
2013(3)PMID: 22059223. 

D-28 



 

Exclusion code: 2 

 

Dissemination CfRa. The treatment and management of chronic fatigue syndrome/myalgic 
encephalomyelitis in adults and children (Structured abstract). Database of Abstracts of Reviews 
of Effects. 2013(3) 

Exclusion code: 9 

 

Dolors Estrada M, Parada A. Chronic Fatigue Syndrome. CAHTA, Catalan Agency for Health 
Technology Assessment and Research. 2001(38):62.  

Exclusion code: 2 

 

Dooley DP. Commercial laboratory testing for chronic fatigue syndrome. JAMA. 
1992;268(7):873-4. PMID: 1640611. 

Exclusion code: 9 

 

Dowsett E, Goudsmit E, Macintyre A, et al. Report from The National Task Force on Chronic 
Fatigue Syndrome (CFS), Post Viral Fatigue Syndrome (PVFS), Myalgic Encephalomyelitis 
(ME). Westcare. 1994 

Exclusion code: 2 

 

Du Pre S. TOP 10 TESTS for MYALGIC ENCEPHALOMYELITIS & CFS LABELED 
PATIENTS. Available at: http://www.name-
us.org/MECFSExplainPages/TestAbnormalities.htm#TOP_10_TESTS. Accessed November 20, 
2014. 

Exclusion code: 9 

 

Duff K. Social effects of chronic disorders. Handbook of chronic fatigue syndrome. 2003:176-
91.  

Exclusion code: 8 

 

Duffy FH, McAnulty GB, McCreary MC, et al. EEG spectral coherence data distinguish chronic 
fatigue syndrome patients from healthy controls and depressed patients--a case control study. 
BMC Neurol. 2011;11:82. PMID: 21722376. 

Exclusion code: 8 

 

D-29 



 

Dunstan RH, Donohoe M, Taylor W, et al. A preliminary investigation of chlorinated 
hydrocarbons and chronic fatigue syndrome. Med J Aust. 1995;163(6):294-7. PMID: 7565234. 

Exclusion code: 2 

 

Duprez DA, De Buyzere ML, Drieghe B, et al. Long- and short-term blood pressure and RR-
interval variability and psychosomatic distress in chronic fatigue syndrome. Clin Sci. 
1998;94(1):57-63. PMID: 9505867. 

Exclusion code: 2 

 

Dykman KD, Tone C, Ford C, et al. The effects of nutritional supplements on the symptoms of 
fibromyalgia and chronic fatigue syndrome. Integr Physiol Behav Sci. 1998;33(1):61-71. PMID: 
9594356. 

Exclusion code: 5 

 

Edmonds M, McGuire H, Price J. Exercise therapy for chronic fatigue syndrome. Cochrane 
Database Syst Rev. 2004(3):CD003200. PMID: 15266475. 

Exclusion code: 14 

 

Edmonds M, McGuire H, Price JR. Exercise therapy for chronic fatigue syndrome. Cochrane 
Database Syst Rev. 2013(8)PMID: 15266475. 

Exclusion code: 14 

 

Edwards CR, Thompson AR, Blair A. An ‘overwhelming illness’: women’s experiences of 
learning to live with chronic fatigue syndrome/myalgic encephalomyelitis. J Health Psychol. 
2007;12(2):203-14. PMID: 17284485. 

Exclusion code: 9 

 

Edwards R, Suresh R, Lynch S, et al. Illness perceptions and mood in chronic fatigue syndrome. 
J Psychosom Res. 2001;50(2):65-8. PMID: 11274662. 

Exclusion code: 7 

 

Edwards RH, Gibson H, Clague JE, et al. Muscle histopathology and physiology in chronic 
fatigue syndrome. Ciba Found Symp. 1993;173:102-17; discussion 17-31. PMID: 8491096. 

Exclusion code: 7 

 

D-30 



 

Eglinton R, Chung MC. The relationship between posttraumatic stress disorder, illness 
cognitions, defence styles, fatigue severity and psychological well-being in chronic fatigue 
syndrome. Psychiatry Res. 2011;188(2):245-52. PMID: 21600664. 

Exclusion code: 2 

 

Elfaitouri A, Shao X, Mattsson Ulfstedt J, et al. Murine gammaretrovirus group G3 was not 
found in Swedish patients with myalgic encephalomyelitis/chronic fatigue syndrome and 
fibromyalgia. PLoS ONE. 2011;6(10):e24602. PMID: 22022360. 

Exclusion code: 2 

 

Elliot DL, Goldberg L, Loveless MO. Graded exercise testing and chronic fatigue syndrome. Am 
J Med. 1997;103(1):84-6. PMID: 9236492. 

Exclusion code: 9 

 

Endicott NA. Chronic fatigue syndrome in private practice psychiatry: family history of physical 
and mental health. J Psychosom Res. 1999;47(4):343-54. PMID: 10616228. 

Exclusion code: 8 

 

Enlander D. RE: ‘Treatment outcome in adults with chronic fatigue syndrome: a prospective 
study. QJM. 2014;107(1):87. PMID: 23970184. 

Exclusion code: 8 

 

Ernst E. Letter to the Editor: Comment. J Psychosom Res. 2004;57(5):503. PMID: 15581656. 

Exclusion code: 9 

 

Ernst E. A randomised, controlled, triple-blind trial of the efficacy of homeopathic treatment for 
chronic fatigue syndrome. J Psychosom Res. 2004;57(5):503; author reply 4. PMID: 15581656. 

Exclusion code: 9 

 

EuroQol Group. EuroQol--a new facility for the measurement of health-related quality of life. 
Health Policy. 1990;16(3):199-208. PMID: 10109801. 

Exclusion code: 2 

Evengard B, Jonzon E, Sandberg A, et al. Differences between patients with chronic fatigue 
syndrome and with chronic fatigue at an infectious disease clinic in Stockholm, Sweden. 
Psychiatry Clin Neurosci. 2003;57(4):361-8. PMID: 12839515. 

Exclusion code: 3 

D-31 



 

 

Evengard B, Nilsson CG, Lindh G, et al. Chronic fatigue syndrome differs from fibromyalgia. 
No evidence for elevated substance P levels in cerebrospinal fluid of patients with chronic 
fatigue syndrome. Pain. 1998;78(2):153-5. PMID: 9839828. 

Exclusion code: 7 

 

Evering RMH, van Weering MGH, Groothuis-Oudshoorn KCGM, et al. Daily physical activity 
of patients with the chronic fatigue syndrome: a systematic review. Clin Rehabil. 
2011;25(2):112-33. PMID: 20943713. 

Exclusion code: 7 

 

Farmer A, Chubb H, Jones I, et al. Screening for psychiatric morbidity in subjects presenting 
with chronic fatigue syndrome. Br J Psychiatry. 1996;168(3):354-8. PMID: 8833692. 

Exclusion code: 7 

 

Farmer A, Jones I, Hillier J, et al. Neuraesthenia revisited: ICD-10 and DSM-III-R psychiatric 
syndromes in chronic fatigue patients and comparison subjects. Br J Psychiatry. 
1995;167(4):503-6. PMID: 8829720. 

Exclusion code: 2 

 

Farquhar WB, Hunt BE, Taylor JA, et al. Blood volume and its relation to peak O(2) 
consumption and physical activity in patients with chronic fatigue. Am J Physiol Heart Circ 
Physiol. 2002;282(1):H66-71. PMID: 11748048. 

Exclusion code: 8 

 

Faulkner S, Smith A. A longitudinal study of the relationship between psychological distress and 
recurrence of upper respiratory tract infections in chronic fatigue syndrome. Br J Health Psychol. 
2008;13(Pt 1):177-86. PMID: 17535488. 

Exclusion code: 7 

 

Feehan SM, Liverpool MESG. The PACE trial in chronic fatigue syndrome. Lancet. 
2011;377(9780):1831-2. PMID: 21592556. 

Exclusion code: 9 

 

Ferrans CE, Powers MJ. Psychometric assessment of the Quality of Life Index. Res Nurs Health. 
1992;15(1):29-38. PMID: 1579648. 

D-32 



 

Exclusion code: 2 

 

Ferrans CE, Powers MJ. Quality of life index: development and psychometric properties. ANS 
Adv Nurs Sci. 1985;8(1):15-24. PMID: 3933411. 

Exclusion code: 2 

 

Ferreira AC, de Marchena E. Grading autonomic dysfunction in chronic fatigue syndrome. 
Semin Arthritis Rheum. 2002;32(3):137-8. PMID: 12528076. 

Exclusion code: 9 

 

Field TM, Sunshine W, Hernandez-Reif M, et al. Massage therapy effects on depression and 
somatic symptoms in chronic fatigue syndrome. J Chronic Fatigue Syndr. 1997;3(3):43-51.  

Exclusion code: 7 

 

Fink P, Schroder A. One single diagnosis, bodily distress syndrome, succeeded to capture 10 
diagnostic categories of functional somatic syndromes and somatoform disorders. J Psychosom 
Res. 2010;68(5):415-26. PMID: 20403500. 

Exclusion code: 4 

 

Fischler B, Cluydts R, De Gucht Y, et al. Generalized anxiety disorder in chronic fatigue 
syndrome. Acta Psychiatr Scand. 1997;95(5):405-13. PMID: 9197905. 

Exclusion code: 8 

 

Fischler B, Flamen P, Everaert H, et al. Physiopathological significance of 99mTc HMPAO 
SPECT scan anomalies in chronic fatigue syndrome: A replication study. J Chronic Fatigue 
Syndr. 1998;4(4):15-30.  

Exclusion code: 8 

 

Fisk JD, Ritvo PG, Ross L, et al. Measuring the functional impact of fatigue: initial validation of 
the fatigue impact scale. Clin Infect Dis. 1994;18 Suppl 1:S79-83. PMID: 8148458. 

Exclusion code: 2 

 

Fjorback LO, Arendt M, Ornbol E, et al. Mindfulness therapy for somatization disorder and 
functional somatic syndromes: randomized trial with one-year follow-up. J Psychosom Res. 
2013;74(1):31-40. PMID: 23272986. 

Exclusion code: 5 

D-33 



 

 

Fjorback LO, Carstensen T, Arendt M, et al. Mindfulness therapy for somatization disorder and 
functional somatic syndromes: analysis of economic consequences alongside a randomized trial. 
J Psychosom Res. 2013;74(1):41-8. PMID: 23272987. 

Exclusion code: 5 

 

Fletcher MA, Rosenthal M, Antoni M, et al. Plasma neuropeptide Y: a biomarker for symptom 
severity in chronic fatigue syndrome. Behav Brain Funct. 2010;6:76. PMID: 21190576. 

Exclusion code: 3 

 

Flor-Henry P, Lind JC, Koles ZJ. EEG source analysis of chronic fatigue syndrome. Psychiatry 
Res. 2010;181(2):155-64. PMID: 20006474. 

Exclusion code: 3 

 

Fluge O, Bruland O, Risa K, et al. Benefit from B-lymphocyte depletion using the anti-CD20 
antibody rituximab in chronic fatigue syndrome. A double-blind and placebo-controlled study. 
PLoS ONE. 2011;6(10):e26358. PMID: 22039471. 

Exclusion code: 12 

 

Folks TM, Heneine W, Khan A, et al. Investigation of retroviral involvement in chronic fatigue 
syndrome. Ciba Found Symp. 1993;173:160-6; discussion 6-75. PMID: 8387909. 

Exclusion code: 2 

Fossey M, Libman E, Bailes S, et al. Sleep quality and psychological adjustment in chronic 
fatigue syndrome. J Behav Med. 2004;27(6):581-605. PMID: 15669445. 

Exclusion code: 3 

 

Freeman R, Komaroff AL. Does the chronic fatigue syndrome involve the autonomic nervous 
system? Am J Med. 1997;102(4):357-64. PMID: 9217617. 

Exclusion code: 8 

 

Friedberg F. A subgroup analysis of cognitive-behavioral treatment studies. J Chronic Fatigue 
Syndr. 1999;5(3-4):149-59.  

Exclusion code: 9 

 

Friedberg F, Bateman L, Bested AC, et al. ME/CFS: A primer for clinical practitioners. Chicago, 
USA: International Association for Chronic Fatigue Syndrome/Myalgic Encephalomyelitis. 2012 

D-34 



 

Exclusion code: 7 

 

Friedberg F, Dechene L, McKenzie MJ, 2nd, et al. Symptom patterns in long-duration chronic 
fatigue syndrome. J Psychosom Res. 2000;48(1):59-68. PMID: 10750631. 

Exclusion code: 8 

 

Friedberg F, Krupp LB. A comparison of cognitive behavioral treatment for chronic fatigue 
syndrome and primary depression. Clin Infect Dis. 1994;18 Suppl 1:S105-10. PMID: 8148435. 

Exclusion code: 12 

 

Friedberg F, Napoli A, Coronel J, et al. Chronic fatigue self-management in primary care: A 
randomized trial. Psychosom Med. 2013;75(7):650-7. PMID: 23922399. 

Exclusion code: 12 

 

Friedberg F, Quick J. Alexithymia in Chronic Fatigue Syndrome: Associations with Momentary, 
Recall, and Retrospective Measures of Somatic Complaints and Emotion. Psychosom Med. 
2007;69(1):54-60. PMID: 17244849. 

Exclusion code: 2 

 

Friedman TC, Adesanya A, Poland RE. “Low-dose hydrocortisone for treatment of chronic 
fatigue syndrome: A randomized controlled trial”: Comment. JAMA. 1999;281(20):1888. PMID: 
10349886. 

Exclusion code: 9 

 

Frisch MB. QOLI: Quality of Life Inventory : Manual and Treatment Guide: NCS Pearson; 
1994. Book 

Exclusion code: 2 

 

Frisch MB, Cornell J, Villanueva M, et al. Clinical Validation of the Quality of Life Inventory: A 
Measure of Life Satisfaction for Use in Treatment Planning and Outcome Assessment. 
Psychological Assessment. 1992;4(1):92-101.  

Exclusion code: 2 

 

Frith J, Zalewski P, Klawe JJ, et al. Impaired blood pressure variability in chronic fatigue 
syndrome--a potential biomarker. QJM. 2012;105(9):831-8. PMID: 22670061. 

Exclusion code: 8 

D-35 



 

 

Fu R, Gartlehner G, Grant M, et al. Conducting quantitative synthesis when comparing medical 
interventions: AHRQ and the Effective Health Care Program. J Clin Epidemiol. 
2011;64(11):1187-97. PMID: 21477993. 

Exclusion code: 2 

 

Fukuda K, Straus SE, Hickie I, et al. The chronic fatigue syndrome: a comprehensive approach 
to its definition and study. International Chronic Fatigue Syndrome Study Group. Ann Intern 
Med. 1994;121(12):953-9. PMID: 7978722. 

Exclusion code: 2 

 

Fukuda S, Horiguchi M, Yamaguti K, et al. Association of monoamine-synthesizing genes with 
the depression tendency and personality in chronic fatigue syndrome patients. Life Sci. 
2013;92(3):183-6. PMID: 23246742. 

Exclusion code: 7 

 

Furlan AD, Pennick V, Bombardier C, et al. 2009 updated method guidelines for systematic 
reviews in the Cochrane Back Review Group. Spine (Phila Pa 1976). 2009;34(18):1929-41. 
PMID: 19680101. 

Exclusion code: 2 

 

Gaab J, Huster D, Peisen R, et al. Assessment of cortisol response with low-dose and high-dose 
ACTH in patients with chronic fatigue syndrome and healthy comparison subjects. 
Psychosomatics. 2003;44(2):113-9. PMID: 12618533. 

Exclusion code: 3 

 

Galbraith S, Cameron B, Li H, et al. Peripheral blood gene expression in postinfective fatigue 
syndrome following from three different triggering infections. J Infect Dis. 2011;204(10):1632-
40. PMID: 21964398. 

Exclusion code: 7 

 

Georgiades E, Behan WMH, Kilduff LP, et al. Chronic fatigue syndrome: new evidence for a 
central fatigue disorder. Clin Sci. 2003;105(2):213-8. PMID: 12708966. 

Exclusion code: 2 

 

Geraghty J. Homeopathic treatment of Chronic Fatigue Syndrome: three case studies using Jan 
Scholten’s methodology. Homeopathy. 2002;91(2):99-105. PMID: 12371465. 

D-36 



 

Exclusion code: 8 

 

Gharibzadeh S, Hoseini SS. The potential role of nitric oxide metabolites in diagnosing chronic 
fatigue syndrome. Med Hypotheses. 2006;67(1):197-8. PMID: 16540255. 

Exclusion code: 9 

 

Ghosh AK, Ghosh K. The head-up tilt test for diagnosing chronic fatigue syndrome. QJM. 
2003;96(5):379-80. PMID: 12702788. 

Exclusion code: 9 

 

Giakoumakis J. The PACE trial in chronic fatigue syndrome. Lancet. 2011;377(9780):1831; 
author reply 4-5. PMID: 21592554. 

Exclusion code: 9 

 

Gibson I. Dr Ian Gibson’s witness statement in support of the Judicial Review case of the NICE 
“CFS/ME” Guideline (CG53) online brought by ME patients: Re: Douglas Fraser & Kevin Short 
v NICE Case Number: CO/10408/2007.  

Exclusion code: 9 

 

Gibson I, Taylor R, Cryer A, et al. Inquiry into the status of status of CFS / M.E. and research 
into causes and treatment Group on Scientific Research into Myalgic into Myalgic Myalgic 
Encephalomyelitis Encephalomyelitis (ME). 2006. 

Exclusion code: 9 

 

 

Gibson-Saxty J. Group therapy for chronic fatigue syndrome. National Research Register. 2002. 

Exclusion code: 9 

 

Gillespie NA, Zhu G, Heath AC, et al. The genetic aetiology of somatic distress. Psychol Med. 
2000;30(5):1051-61. PMID: 12027042. 

Exclusion code: 5 

 

Gladwell PW, Pheby D, Rodriguez T, et al. Use of an online survey to explore positive and 
negative outcomes of rehabilitation for people with CFS/ME. Disabil Rehabil. 2014;36(5):387-
94. PMID: 23735013. 

Exclusion code: 8 

D-37 



 

 

Godfrey E, Chalder T, Ridsdale L, et al. Investigating the active ingredients of cognitive 
behaviour therapy and counselling for patients with chronic fatigue in primary care: developing a 
new process measure to assess treatment fidelity and predict outcome. Br J Clin Psychol. 
2007;46(Pt 3):253-72. PMID: 17697477. 

Exclusion code: 5 

 

Goedendorp MM, van der Werf SP, Bleijenberg G, et al. Does neuropsychological test 
performance predict outcome of cognitive behavior therapy for chronic fatigue syndrome and 
what is the role of underperformance? J Psychosom Res. 2013(Pagination):No Pagination 
Specified. PMID: 23972413. 

Exclusion code: 7 

 

Gold D, Bowden R, Sixbey J, et al. Chronic fatigue. A prospective clinical and virologic study. 
JAMA. 1990;264(1):48-53. PMID: 2162397. 

Exclusion code: 5 

 

Golden HE. Clinical laboratory test findings in patients with chronic fatigue syndrome. Arch 
Intern Med. 1995;155(12):1332. PMID: 7778967. 

Exclusion code: 9 

 

Goodnick PJ. Bupropion in chronic fatigue syndrome. Am J Psychiatry. 1990;147(8):1091. 
PMID: 2115748. 

Exclusion code: 8 

 

Goodnick PJ. Treatment of chronic fatigue syndrome with venlafaxine. Am J Psychiatry. 
1996;153(2):294. PMID: 8561218. 

Exclusion code: 8 

 

Goodnick PJ, Jorge CM. Treatment of chronic fatigue syndrome with nefazodone. Am J 
Psychiatry. 1999;156(5):797-8. PMID: 10327922. 

Exclusion code: 9 

 

Goudsmit E. Treating chronic fatigue with exercise. Exercise, and rest, should be tailored to 
individual needs. BMJ. 1998;317(7158):599; author reply 600. PMID: 9721125. 

Exclusion code: 9 

D-38 



 

 

Goudsmit E, Howes S. Pacing: A strategy to improve energy management in chronic fatigue 
syndrome. Health Psychology Update. 2008;17(1). 

Exclusion code: 7 

 

Goudsmit E, Stouten B, Howes S. Fatigue in Myalgic Encephalomyelitis. Bulletin of the 
IACFS/ME 2008. Available at: 
http://www.iacfsme.org/BULLETINFALL2008/%20Fall08%20GoudsmitFatigueinMyalgicEnce
ph/tabid/292/Default.aspx. Accessed June 23, 2014.  

Exclusion code: 7 

 

Gow JW, Behan WM, Clements GB, et al. Enteroviral RNA sequences detected by polymerase 
chain reaction in muscle of patients with postviral fatigue syndrome. BMJ. 1991;302(6778):692-
6. PMID: 1850635. 

Exclusion code: 5 

 

Gracious B, Wisner KL. Nortriptyline in chronic fatigue syndrome: a double blind, placebo-
controlled single case study. Biol Psychiatry. 1991;30(4):405-8. PMID: 1912132. 

Exclusion code: 8 

 

Grans H, Nilsson P, Evengard B. Gene expression profiling in the chronic fatigue syndrome. J 
Intern Med. 2005;258(4):388-90. PMID: 16164580. 

Exclusion code: 7 

Greco A, Tannock C, Brostoff J, et al. Brain MR in chronic fatigue syndrome. AJNR Am J 
Neuroradiol. 1997;18(7):1265-9. PMID: 9282853. 

Exclusion code: 7 

 

Gregg VH. Hypnosis in chronic fatigue syndrome. J R Soc Med. 1997;90(12):682-3. PMID: 
9496296. 

Exclusion code: 8 

 

Gresham GE, Phillips TF, Labi ML. ADL status in stroke: relative merits of three standard 
indexes. Arch Phys Med Rehabil. 1980;61(8):355-8. PMID: 7406673. 

Exclusion code: 2 

 

D-39 



 

Grieco A, Long CJ. Investigation of the Karnofsky Performance Status as a measure of quality of 
life. Health Psychol. 1984;3(2):129-42. PMID: 6536486. 

Exclusion code: 2 

 

Guise J, Widdicombe S, McKinlay A. ‘What is it like to have ME?’: the discursive construction 
of ME in computer-mediated communication and face-to-face interaction. Health. 
2007;11(1):87-108. PMID: 17158833. 

Exclusion code: 8 

 

Guo J. Chronic fatigue syndrome treated by acupuncture and moxibustion in combination with 
psychological approaches in 310 cases. J Tradit Chin Med. 2007;27(2):92-5. PMID: 17710799. 

Exclusion code: 8 

 

Gurbaxani BM, Jones JF, Goertzel BN, et al. Linear data mining the Wichita clinical matrix 
suggests sleep and allostatic load involvement in chronic fatigue syndrome. Pharmacogenomics. 
2006;7(3):455-65. PMID: 16610955. 

Exclusion code: 8 

 

Guy W. ECDEU assessment manual for psychopharmacology: Rockville, MD: National Institute 
of Mental Health; 1976.Book 

Exclusion code: 2 

 

Hall GH, Hamilton WT, Round AP. Increased illness experience preceding chronic fatigue 
syndrome: a case control study. J R Coll Physicians Lond. 1998;32(1):44-8. PMID: 9507441. 

Exclusion code: 8 

 

Hamilton W. Chronic fatigue syndrome. Br J Gen Pract. 2001;51(473):1015. PMID: 11766858. 

Exclusion code: 5 

 

Hamilton WT, Gallagher AM, Thomas JM, et al. The prognosis of different fatigue diagnostic 
labels: a longitudinal survey. Fam Pract. 2005;22(4):383-8. PMID: 15805126. 

Exclusion code: 2 

 

Hamilton WT, Gallagher AM, Thomas JM, et al. Risk markers for both chronic fatigue and 
irritable bowel syndromes: a prospective case-control study in primary care. Psychol Med. 
2009;39(11):1913-21. PMID: 19366500. 

D-40 



 

Exclusion code: 8 

 

Handa KK, Sra JS, Akhtar M. Successful treatment of a patient with chronic fatigue using head-
up tilt guided therapy. Wis Med J. 1997;96(3):40-2. PMID: 9086858. 

Exclusion code: 8 

 

Hannestad U, Theodorsson E, Evengard B. beta-Alanine and gamma-aminobutyric acid in 
chronic fatigue syndrome. Clin Chim Acta. 2007;376(1-2):23-9. PMID: 16934791. 

Exclusion code: 2 

 

Hansen AL, Kvale G, Stubhaug B, et al. Heart rate variability and fatigue in patients with 
chronic fatigue syndrome after a comprehensive cognitive behavior group therapy program. J 
Psychophysiol. 2013;27(2):67-75.  

Exclusion code: 12 

 

Hanson SJ, Gause W, Natelson B. Detection of immunologically significant factors for chronic 
fatigue syndrome using neural-network classifiers. Clin Diagn Lab Immunol. 2001;8(3):658-62. 
PMID: 11329477. 

Exclusion code: 2 

 

Hard K, Rickards HE, Haque MS, et al. Pharmacological treatments for chronic fatigue 
syndrome in adults. Cochrane Database Syst Rev. 2009(4). 

Exclusion code: 9 

 

Hardcastle SL, Brenu E, Wong N, et al. 74: Serum cytokines in patients with moderate and 
severe Chronic Fatigue Syndrome/Myalgic Encephalomyelitis (CFS/ME). Cytokine. 
2014;70(1):45.  

Exclusion code: 9 

 

Harmon DL, McMaster D, McCluskey DR, et al. A common genetic variant affecting folate 
metabolism is not over-represented in chronic fatigue syndrome. Ann Clin Biochem. 1997;34(Pt 
4):427-9. PMID: 9247678. 

Exclusion code: 2 

 

Hartz AJ, Bentler SE, Brake KA, et al. The effectiveness of citalopram for idiopathic chronic 
fatigue. J Clin Psychiatry. 2003;64(8):927-35. PMID: 12927008. 

D-41 



 

Exclusion code: 12 

 

Hartz AJ, Kuhn EM, Bentler SE, et al. Prognostic factors for persons with idiopathic chronic 
fatigue. Arch Fam Med. 1999;8(6):495-501. PMID: 10575388. 

Exclusion code: 2 

 

Harvey SB, Wadsworth M, Wessely S, et al. Etiology of chronic fatigue syndrome: testing 
popular hypotheses using a national birth cohort study. Psychosom Med. 2008;70(4):488-95. 
PMID: 18378866. 

Exclusion code: 2 

 

Harvey SB, Wadsworth M, Wessely S, et al. The relationship between prior psychiatric disorder 
and chronic fatigue: evidence from a national birth cohort study. Psychol Med. 2008;38(7):933-
40. PMID: 17976252. 

Exclusion code: 2 

 

Hassan IS, Bannister BA, Akbar A, et al. A study of the immunology of the chronic fatigue 
syndrome: correlation of immunologic parameters to health dysfunction. Clin Immunol 
Immunopathol. 1998;87(1):60-7. PMID: 9576011. 

Exclusion code: 2 

 

Hatcher S, House A. Life events, difficulties and dilemmas in the onset of chronic fatigue 
syndrome: a case-control study. Psychol Med. 2003;33(7):1185-92. PMID: 14580073. 

Exclusion code: 8 

 

Hawk C, Jason LA, Pena J. Variables that differentiate chronic fatigue syndrome from 
depression. J Hum Behav Soc Environ. 2007;16(3):1-13.  

Exclusion code: 2 

 

Hawk C, Jason LA, Torres-Harding S. Differential diagnosis of chronic fatigue syndrome and 
major depressive disorder. Int J Behav Med. 2006;13(3):244-51. PMID: 17078775. 

Exclusion code: 8 

 

Hawk C, Jason LA, Torres-Harding S. Reliability of a chronic fatigue syndrome questionnaire. J 
Chronic Fatigue Syndr. 2007;13. 

Exclusion code: 2 

D-42 



 

 

Hayes, Inc. Chronic fatigue syndrome, diagnosis (Structured abstract). Health Technology 
Assessment Database. 2013(3). 

Exclusion code: 9 

 

Hayes, Inc. Chronic fatigue syndrome, treatment (Structured abstract). Health Technology 
Assessment Database. 2013(3). 

Exclusion code: 9 

 

Healthcare Insurance Board/College Voor Z. Cognitive behavioral therapy for patients with the 
chronic fatigue syndrome - primary research (Structured abstract). Health Technology 
Assessment Database. 2013(3). 

Exclusion code: 9 

 

Heap LC, Peters TJ, Wessely S. Vitamin B status in patients with chronic fatigue syndrome. J R 
Soc Med. 1999;92(4):183-5. PMID: 10450194. 

Exclusion code: 7 

 

Heim C, Wagner D, Maloney E, et al. Early adverse experience and risk for chronic fatigue 
syndrome: results from a population-based study. Arch Gen Psychiatry. 2006;63(11):1258-66. 
PMID: 17088506. 

Exclusion code: 8 

 

Heins M, Knoop H, Nijs J, et al. Influence of symptom expectancies on stair-climbing 
performance in chronic fatigue syndrome: Effect of study context. Int J Behav Med. 
2013;20(2):213-8. PMID: 22865100. 

Exclusion code: 8 

 

Heins MJ, Knoop H, Burk WJ, et al. The process of cognitive behaviour therapy for chronic 
fatigue syndrome: Which changes in perpetuating cognitions and behaviour are related to a 
reduction in fatigue? J Psychosom Res. 2013. PMID: 23972412. 

Exclusion code: 8 

 

Heins MJ, Knoop H, Lobbestael J, et al. Childhood maltreatment and the response to cognitive 
behavior therapy for chronic fatigue syndrome. J Psychosom Res. 2011;71(6):404-10. PMID: 
22118383. 

D-43 



 

Exclusion code: 2 

 

Heins MJ, Knoop H, Prins JB, et al. Possible detrimental effects of cognitive behaviour therapy 
for chronic fatigue syndrome. Psychother Psychosom. 2010;79(4):249-56. PMID: 20502065. 

Exclusion code: 8 

 

Hellinger WC, Smith TF, Van Scoy RE, et al. Chronic fatigue syndrome and the diagnostic 
utility of antibody to Epstein-Barr virus early antigen. JAMA. 1988;260(7):971-3. PMID: 
2840523. 

Exclusion code: 2 

 

Hempel S, Chambers D, Bagnall AM, et al. Risk factors for chronic fatigue syndrome/myalgic 
encephalomyelitis: a systematic scoping review of multiple predictor studies. Psychol Med. 
2008;38(7):915-26. PMID: 17892624. 

Exclusion code: 14 

Henningsen P, Zimmermann T, Sattel H. Medically unexplained physical symptoms, anxiety, 
and depression: a meta-analytic review. Psychosom Med. 2003;65(4):528-33. PMID: 12883101. 

Exclusion code: 5 

 

Herrell R, Goldberg J, Hartman S, et al. Chronic fatigue and chronic fatigue syndrome: a co-twin 
control study of functional status. Qual Life Res. 2002;11(5):463-71. PMID: 12113393. 

Exclusion code: 2 

 

Hickie I, Davenport T, Wakefield D, et al. Post-infective and chronic fatigue syndromes 
precipitated by viral and non-viral pathogens: prospective cohort study. BMJ. 
2006;333(7568):575. PMID: 16950834. 

Exclusion code: 3 

 

Hickie I, Kirk K, Martin N. Unique genetic and environmental determinants of prolonged 
fatigue: a twin study. Psychol Med. 1999;29(2):259-68. PMID: 10218917. 

Exclusion code: 2 

 

Hickie I, Lloyd A, Wakefield D, et al. The psychiatric status of patients with the chronic fatigue 
syndrome. Br J Psychiatry. 1990;156:534-40. PMID: 2386862. 

Exclusion code: 2 

 

D-44 



 

Hickie IB, Bansal AS, Kirk KM, et al. A twin study of the etiology of prolonged fatigue and 
immune activation. Twin Res. 2001;4(2):94-102. PMID: 11665341. 

Exclusion code: 2 

 

Hickie IB, Davenport TA, Hadzi-Pavlovic D, et al. Development of a simple screening tool for 
common mental disorders in general practice. Med J Aust. 2001;175 Suppl:S10-7. PMID: 
11556430. 

Exclusion code: 5 

 

Hickie IB, Hooker AW, Hadzi-Pavlovic D, et al. Fatigue in selected primary care settings: 
sociodemographic and psychiatric correlates. Med J Aust. 1996;164(10):585-8. PMID: 8637460. 

Exclusion code: 7 

 

Hickie IB, Wilson AJ, Wright JM, et al. A randomized, double-blind placebo-controlled trial of 
moclobemide in patients with chronic fatigue syndrome. J Clin Psychiatry. 2000;61(9):643-8. 
PMID: 11030484. 

Exclusion code: 12 

 

Higgins JP, Thompson SG. Quantifying heterogeneity in a meta-analysis. Stat Med. 
2002;21(11):1539-58. PMID: 12111919. 

Exclusion code: 2 

 

Higgins JP, Thompson SG, Deeks JJ, et al. Measuring inconsistency in meta-analyses. BMJ. 
2003;327(7414):557-60. PMID: 12958120. 

Exclusion code: 2 

 

Hill NF, Tiersky LA, Scavalla VR, et al. Natural history of severe chronic fatigue syndrome. 
Arch Phys Med Rehabil. 1999;80(9):1090-4. PMID: 10489014. 

Exclusion code: 2 

 

Hinds G, Bell NP, McMaster D, et al. Normal red cell magnesium concentrations and 
magnesium loading tests in patients with chronic fatigue syndrome. Ann Clin Biochem. 
1994;31(Pt 5):459-61. PMID: 7832571. 

Exclusion code: 8 

 

D-45 



 

Hoad A, Spickett G, Elliott J, et al. Postural orthostatic tachycardia syndrome is an under-
recognized condition in chronic fatigue syndrome. QJM. 2008;101(12):961-5. PMID: 18805903. 

Exclusion code: 3 

 

Hollingsworth KG, Hodgson T, Macgowan GA, et al. Impaired cardiac function in chronic 
fatigue syndrome measured using magnetic resonance cardiac tagging. J Intern Med. 
2012;271(3):264-70. PMID: 21793948. 

Exclusion code: 2 

 

Hollingsworth KG, Jones DEJ, Taylor R, et al. Impaired cardiovascular response to standing in 
chronic fatigue syndrome. Eur J Clin Invest. 2010;40(7):608-15. PMID: 20497461. 

Exclusion code: 7 

 

Holmes GP, Kaplan JE, Gantz NM, et al. Chronic fatigue syndrome: a working case definition. 
Ann Intern Med. 1988;108(3):387-9. PMID: 2829679. 

Exclusion code: 2 

 

Hoseini SS, Gharibzadeh S. Anakinra: a potential treatment for chronic fatigue syndrome. Med 
Hypotheses. 2006;67(1):196-7. PMID: 16530978. 

Exclusion code: 9 

 

Ho-Yen DO. Cognitive behaviour therapy for the chronic fatigue syndrome. Patients’ beliefs 
about their illness were probably not a major factor. BMJ. 1996;312(7038):1097-8. PMID: 
8616430. 

Exclusion code: 9 

 

Huber S, Schramm C. TGF-beta and CD4+CD25+ regulatory T cells. Front Biosci. 
2006;11:1014-23. PMID: 16146793. 

Exclusion code: 7 

 

Hui J-S. Acupuncture treatment of chronic fatigue syndrome. J Tradit Chin Med. 
2009;29(3):234-6. PMID: 19894392. 

Exclusion code: 9 

 

Huibers MJ, Wessely S. The act of diagnosis: pros and cons of labelling chronic fatigue 
syndrome. Psychol Med. 2006;36(7):895-900. PMID: 16403245. 

D-46 



 

Exclusion code: 2 

 

Huibers MJH, Beurskens AJHM, Van Schayck CP, et al. Efficacy of cognitive-behavioural 
therapy by general practitioners for unexplained fatigue among employees: Randomised 
controlled trial. Br J Psychiatry. 2004;184:240-6. PMID: 14990522. 

Exclusion code: 5 

 

Huibers MJH, Bleijenberg G, van Amelsvoort LGPM, et al. Predictors of outcome in fatigued 
employees on sick leave: results from a randomised trial. J Psychosom Res. 2004;57(5):443-9. 
PMID: 15581647. 

Exclusion code: 3 

 

Huibers MJH, Bultmann U, Kasl SV, et al. Predicting the two-year course of unexplained fatigue 
and the onset of long-term sickness absence in fatigued employees: results from the Maastricht 
Cohort Study. J Occup Environ Med. 2004;46(10):1041-7. PMID: 15602178. 

Exclusion code: 5 

 

Huibers MJH, Kant IJ, Knottnerus JA, et al. Development of the chronic fatigue syndrome in 
severely fatigued employees: predictors of outcome in the Maastricht cohort study. J Epidemiol 
Community Health. 2004;58(10):877-82. PMID: 15365116. 

Exclusion code: 2 

 

Huibers MJH, Kant IJ, Swaen GMH, et al. Prevalence of chronic fatigue syndrome-like caseness 
in the working population: results from the Maastricht cohort study. Occup Environ Med. 
2004;61(5):464-6. PMID: 15090670. 

Exclusion code: 2 

 

Huibers MJH, Leone SS, Kant IJ, et al. Chronic fatigue syndrome-like caseness as a predictor of 
work status in fatigued employees on sick leave: four year follow up study. Occup Environ Med. 
2006;63(8):570-2. PMID: 16698810. 

Exclusion code: 2 

 

Hunskar GS, Langeland N, Wensaas K-A, et al. The impact of atopic disease on the risk of post-
infectious fatigue and irritable bowel syndrome 3 years after Giardia infection. A historic cohort 
study. Scand J Gastroenterol. 2012;47(8-9):956-61. PMID: 22746290. 

Exclusion code: 8 

 

D-47 



 

Hunt SM, McKenna SP, McEwen J, et al. A quantitative approach to perceived health status: a 
validation study. J Epidemiol Community Health. 1980;34(4):281-6. PMID: 7241028. 

Exclusion code: 2 

 

Hurel SJ, Abuiasha B, Baylis PH, et al. Patients with a self diagnosis of myalgic 
encephalomyelitis. BMJ. 1995;311(7000):329. PMID: 7633260. 

Exclusion code: 8 

 

Hurwitz BE, Coryell VT, Parker M, et al. Chronic fatigue syndrome: illness severity, sedentary 
lifestyle, blood volume and evidence of diminished cardiac function. Clin Sci. 2010;118(2):125-
35. PMID: 19469714. 

Exclusion code: 2 

 

Hutchinson CV, Badham SP. Patterns of abnormal visual attention in myalgic encephalomyelitis. 
Optom Vis Sci. 2013;90(6):607-14. PMID: 23689679. 

Exclusion code: 5 

 

Hutchinson CV, Maltby J, Badham SP, et al. Vision-related symptoms as a clinical feature of 
chronic fatigue syndrome/myalgic encephalomyelitis? Evidence from the DePaul Symptom 
Questionnaire. Br J Ophthalmol. 2014;98(1):144-5. PMID: 24187048. 

Exclusion code: 6 

 

Hyland ME, Sodergren SC, Lewith GT. Chronic fatigue syndrome: the role of positivity to 
illness in chronic fatigue syndrome patients. J Health Psychol. 2006;11(5):731-41. PMID: 
16908469. 

Exclusion code: 7 

 

Ilaria RL, Jr., Komaroff AL, Fagioli LR, et al. Absence of parvovirus B19 infection in chronic 
fatigue syndrome. Arthritis Rheum. 1995;38(5):638-41. PMID: 7748220. 

Exclusion code: 2 

 

Inbar O, Dlin R, Rotstein A, et al. Physiological responses to incremental exercise in patients 
with chronic fatigue syndrome. Med Sci Sports Exerc. 2001;33(9):1463-70. PMID: 11528333. 

Exclusion code: 7 

 

D-48 



 

Iwakami E, Arashima Y, Kato K, et al. Treatment of chronic fatigue syndrome with antibiotics: 
pilot study assessing the involvement of Coxiella burnetii infection. Intern Med. 
2005;44(12):1258-63. PMID: 16415546. 

Exclusion code: 8 

 

Jackson C. The general health questionnaire. Occup Med. 2007;57(1):79-. PMID: 16733255. 

Exclusion code: 2 

 

Jammes Y, Steinberg JG, Delliaux S. Chronic fatigue syndrome: acute infection and history of 
physical activity affect resting levels and response to exercise of plasma oxidant/antioxidant 
status and heat shock proteins. J Intern Med. 2012;272(1):74-84. PMID: 22112145. 

Exclusion code: 8 

 

Jammes Y, Steinberg JG, Delliaux S, et al. Chronic fatigue syndrome combines increased 
exercise-induced oxidative stress and reduced cytokine and Hsp responses. J Intern Med. 
2009;266(2):196-206. PMID: 19457057. 

Exclusion code: 2 

 

Jammes Y, Steinberg JG, Mambrini O, et al. Chronic fatigue syndrome: assessment of increased 
oxidative stress and altered muscle excitability in response to incremental exercise. J Intern Med. 
2005;257(3):299-310. PMID: 15715687. 

Exclusion code: 7 

 

Jason L, Evans M, Porter N, et al. The Development of a Revised Canadian Myalgic 
Encephalomyelitis Chronic Fatigue Syndrome Case Definition. Am J Biochem Biotechnol. 
2010;6(2) 

Exclusion code: 2 

Jason L, Muldowney K, Torres-Harding S. The Energy Envelope Theory and myalgic 
encephalomyelitis/chronic fatigue syndrome.[Erratum appears in AAOHN J. 2008 Jul;56(7):288 
Note: Muldowney, Kathleen [added]; Torres-Harding, Susan [added]]. Aaohn J. 2008;56(5):189-
95. PMID: 18578185. 

Exclusion code: 7 

 

Jason L, Najar N, Porter N, et al. Evaluating the centers for Disease Control’s Empirical Chronic 
Fatigue Syndrome Case Definition. Journal of Disability policy Studies. 2008. 

Exclusion code: 2 

 

D-49 



 

Jason LA, Damrongvachiraphan D, Hunnell J, et al. Myalgic encephalomyelitis case definitions. 
Automatic Control Physiol State Funct. 2012;1:K110601.  

Exclusion code: 2 

 

Jason LA, Holbert C, Torres-Harding S, et al. Stigma and the Term Chronic Fatigue Syndrome: 
Results of Surveys on Changing the Name. Journal of Disability Policy Studies. 2004;14(4):222-
8.  

Exclusion code: 7 

 

Jason LA, King CP, Richman JA, et al. U. S. case definition of chronic fatigue syndrome: 
Diagnostic and theoretical issues. J Chronic Fatigue Syndr. 1999;5(3-4):3-33.  

Exclusion code: 2 

 

Jason LA, Melrose H, Lerman A, et al. Managing chronic fatigue syndrome: overview and case 
study. Aaohn J. 1999;47(1):17-21. PMID: 10205371. 

Exclusion code: 8 

 

Jason LA, Porter N, Hunnell J, et al. A natural history study of chronic fatigue syndrome. 
Rehabil Psychol. 2011;56(1):32-42. PMID: 21401284. 

Exclusion code: 3 

 

Jason LA, Richman JA. How science can stigmatize: The case of chronic fatigue syndrome. J 
Chronic Fatigue Syndr. 2008;14(4):85-103.  

Exclusion code: 2 

 

Jason LA, Ropacki MT, Santoro NB, et al. A screening instrument for chronic fatigue syndrome: 
Reliability and validity. J Chronic Fatigue Syndr. 1997;3(1):39-59.  

Exclusion code: 2 

Jason LA, Sunnquist M, Brown A, et al. Examining case definition criteria for chronic fatigue 
syndrome and myalgic encephalomyeliitis. Fatigue. 2014;2(1):40-56. PMID: 24511456. 

Exclusion code: 7 

Jason LA, Taylor RR. Applying cluster analysis to define a typology of chronic fatigue 
syndrome in a medically-evaluated, random community sample. Psychol Health. 
2002;17(3):323-37.  

Exclusion code: 3 

D-50 



 

Jason LA, Taylor RR, Kennedy CL, et al. Subtypes of chronic fatigue syndrome: A review of 
findings. J Chronic Fatigue Syndr. 2001;8(3-4):1-21.  

Exclusion code: 4 

Jason LA, Taylor RR, Kennedy CL, et al. A factor analysis of chronic fatigue symptoms in a 
community-based sample. Soc Psychiatry Psychiatr Epidemiol. 2002;37(4):183-9. PMID: 
12027245. 
 

Exclusion code: 8 

Jason LA, Taylor RR, Kennedy CL, et al. Chronic fatigue syndrome: occupation, medical 
utilization, and subtypes in a community-based sample. J Nerv Ment Dis. 2000;188(9):568-76. 
PMID: 11009329. 

Exclusion code: 4 

 

Jason LA, Torres-Harding S, Maher K, et al. Baseline cortisol levels predict treatment outcomes 
in chronic fatigue syndrome nonpharmacologic clinical trial. J Chronic Fatigue Syndr. 
2008;14(4):39-59.  

Exclusion code: 7 

 

Jason LA, Wagner L, Rosenthal S, et al. Estimating the prevalence of chronic fatigue syndrome 
among nurses. Am J Med. 1998;105(3A):91S-3S. PMID: 9790488. 

Exclusion code: 8 

 

Johnson SK, DeLuca J, Natelson BH. Assessing somatization disorder in the chronic fatigue 
syndrome. Psychosom Med. 1996;58(1):50-7. PMID: 8677289. 

Exclusion code: 2 

 

Johnson SK, Lange G, Tiersky L, et al. Health-related personality variables in chronic fatigue 
syndrome and multiple sclerosis. J Chronic Fatigue Syndr. 2001;8(3-4):41-52.  

Exclusion code: 7 

 

Johnson SK, Schmaling KB, Dmochowski J, et al. An investigation of victimization and the 
clinical course of chronic fatigue syndrome. J Health Psychol. 2010;15(3):351-61. PMID: 
20348356. 

Exclusion code: 2 

 

Johnston S, Brenu E, Staines D, et al. The role of clinical guidelines for chronic fatigue 
syndrome/myalgic encephalomyelitis in research settings. Fatigue. 2014;2(1):28-39.  

D-51 



 

Exclusion code: 9 

 

Johnston S, Brenu EW, Staines D, et al. The prevalence of chronic fatigue syndrome/ myalgic 
encephalomyelitis: a meta-analysis. Clin Epidemiol. 2013;5:105-10. PMID: 23576883. 

Exclusion code: 14 

 

Jones DEJ, Gray J, Frith J, et al. Fatigue severity remains stable over time and independently 
associated with orthostatic symptoms in chronic fatigue syndrome: a longitudinal study. J Intern 
Med. 2011;269(2):182-8. PMID: 21073560. 

Exclusion code: 12 

 

Jones DEJ, Gray JC, Newton J. Perceived fatigue is comparable between different disease 
groups. QJM. 2009;102(9):617-24. PMID: 19633030. 

Exclusion code: 7 

 

Jones DEJ, Hollingsworth KG, Jakovljevic DG, et al. Loss of capacity to recover from acidosis 
on repeat exercise in chronic fatigue syndrome: a case-control study. Eur J Clin Invest. 
2012;42(2):186-94. PMID: 21749371. 

Exclusion code: 8 

 

Jones JF, Maloney EM, Boneva RS, et al. Complementary and alternative medical therapy 
utilization by people with chronic fatiguing illnesses in the United States. BMC Altern Med. 
2007;7:12. PMID: 17459162. 

Exclusion code: 8 

 

Jones JF, Nicholson A, Nisenbaum R, et al. Orthostatic instability in a population-based study of 
chronic fatigue syndrome. Am J Med. 2005;118(12):1415. PMID: 16378795. 

Exclusion code: 8 

 

Jones JF, Williams M, Schooley RT, et al. Antibodies to Epstein-Barr virus-specific DNase and 
DNA polymerase in the chronic fatigue syndrome. Arch Intern Med. 1988;148(9):1957-60. 
PMID: 2843138. 

Exclusion code: 2 

 

Jones MG, Cooper E, Amjad S, et al. Urinary and plasma organic acids and amino acids in 
chronic fatigue syndrome. Clin Chim Acta. 2005;361(1-2):150-8. PMID: 15992788. 

D-52 



 

Exclusion code: 2 

 

Jones MG, Goodwin CS, Amjad S, et al. Plasma and urinary carnitine and acylcarnitines in 
chronic fatigue syndrome. Clin Chim Acta. 2005;360(1-2):173-7. PMID: 15967423. 

Exclusion code: 2 

 

Joyce E, Blumenthal S, Wessely S. Memory, attention, and executive function in chronic fatigue 
syndrome. J Neurol Neurosurg Psychiatry. 1996;60(5):495-503. PMID: 8778252. 

Exclusion code: 2 

 

Joyce J, Hotopf M, Wessely S. The prognosis of chronic fatigue and chronic fatigue syndrome: a 
systematic review. QJM. 1997;90(3):223-33. PMID: 9093600. 

Exclusion code: 2 

 

Joyce J, Rabe-Hesketh S, Wessely S. Reviewing the reviews: the example of chronic fatigue 
syndrome. JAMA. 1998;280(3):264-6. PMID: 9676676. 

Exclusion code: 7 

 

Kadikar A, Maurer J, Kesten S. The six-minute walk test: a guide to assessment for lung 
transplantation. The Journal of heart and lung transplantation : the official publication of the 
International Society for Heart Transplantation. 1997;16(3):313-9. PMID: 9087875. 

Exclusion code: 6 

 

Kakumanu SS, Mende CN, Lehman EB, et al. Effect of topical nasal corticosteroids on patients 
with chronic fatigue syndrome and rhinitis. J Am Osteopath Assoc. 2003;103(9):423-7. PMID: 
14527077. 

Exclusion code: 12 

 

Karnofsky DA, Abelmann WH, Craver LF, et al. The use of the nitrogen mustards in the 
palliative treatment of carcinoma. With particular reference to bronchogenic carcinoma. Cancer. 
1948;1(4):634-56.  

Exclusion code: 2 

 

Karper WB, Stasik SC. A successful, long-term exercise program for women with fibromyalgia 
syndrome and chronic fatigue and immune dysfunction syndrome. Clin Nurse Spec. 
2003;17(5):243-8. PMID: 14501305. 

D-53 



 

Exclusion code: 5 

 

Kaslow JE, Rucker L, Onishi R. Liver extract-folic acid-cyanocobalamin vs placebo for chronic 
fatigue syndrome. Arch Intern Med. 1989;149(11):2501-3. PMID: 2684076. 

Exclusion code: 12 

 

Kato K, Sullivan PF, Evengard B, et al. A population-based twin study of functional somatic 
syndromes. Psychol Med. 2009;39(3):497-505. PMID: 18578896. 

Exclusion code: 2 

 

Kato K, Sullivan PF, Evengard B, et al. Premorbid predictors of chronic fatigue. Arch Gen 
Psychiatry. 2006;63(11):1267-72. PMID: 17088507. 

Exclusion code: 8 

 

Kato K, Sullivan PF, Pedersen NL. Latent class analysis of functional somatic symptoms in a 
population-based sample of twins. J Psychosom Res. 2010;68(5):447-53. PMID: 20403503. 

Exclusion code: 3 

 

Keller BA, Pryor JL, Giloteaux L. Inability of myalgic encephalomyelitis/chronic fatigue 
syndrome patients to reproduce VO(2)peak indicates functional impairment. J Transl Med. 
2014;12:104. PMID: 24755065. 

Exclusion code: 8 

 

Kempke S, Goossens L, Luyten P, et al. Predictors of outcome in a multi-component treatment 
program for chronic fatigue syndrome. J Affect Disord. 2010;126(1-2):174-9. PMID: 20167377. 

Exclusion code: 7 

 

Kempke S, Van Houdenhove B, Luyten P, et al. Unraveling the role of perfectionism in chronic 
fatigue syndrome: is there a distinction between adaptive and maladaptive perfectionism? 
Psychiatry Res. 2011;186(2-3):373-7. PMID: 20961622. 

Exclusion code: 2 

 

Kennedy G, Spence VA, McLaren M, et al. Oxidative stress levels are raised in chronic fatigue 
syndrome and are associated with clinical symptoms. Free Radic Biol Med. 2005;39(5):584-9. 
PMID: 16085177. 

Exclusion code: 2 

D-54 



 

Kerr JR, Bracewell J, Laing I, et al. Chronic fatigue syndrome and arthralgia following 
parvovirus B19 infection. J Rheumatol. 2002;29(3):595-602. PMID: 11911112. 

Exclusion code: 5 

 

Kerr JR, Gough J, Richards SCM, et al. Antibody to parvovirus B19 nonstructural protein is 
associated with chronic arthralgia in patients with chronic fatigue syndrome/myalgic 
encephalomyelitis. J Gen Virol. 2010;91(Pt 4):893-7. PMID: 20007355. 

Exclusion code: 3 

 

Kerr JR, Petty R, Burke B, et al. Gene expression subtypes in patients with chronic fatigue 
syndrome/myalgic encephalomyelitis. J Infect Dis. 2008;197(8):1171-84. PMID: 18462164. 

Exclusion code: 2 

 

Kewley AJ. The PACE trial in chronic fatigue syndrome. Lancet. 2011;377(9780):1832; author 
reply 4-5. PMID: 21592552. 

Exclusion code: 9 

 

Khan AS, Heneine WM, Chapman LE, et al. Assessment of a retrovirus sequence and other 
possible risk factors for the chronic fatigue syndrome in adults. Ann Intern Med. 
1993;118(4):241-5. PMID: 8420441. 

Exclusion code: 2 

 

Khan F, Kennedy G, Spence VA, et al. Peripheral cholinergic function in humans with chronic 
fatigue syndrome, Gulf War syndrome and with illness following organophosphate exposure. 
Clin Sci. 2004;106(2):183-9. PMID: 14503920. 

Exclusion code: 2 

 

Kim J-E, Hong K-E, Kim H-J, et al. An open-label study of effects of acupuncture on chronic 
fatigue syndrome and idiopathic chronic fatigue: study protocol for a randomized controlled trial. 
Trials. 2013;14:147. PMID: 23693129. 

Exclusion code: 12 

 

Kim K-W, Chung W-S, Song M-Y, et al. Complementary and alternative medicine treatments in 
the management of chronic fatigue syndrome: a systematic review of randomized controlled 
trials. Orient Pharm Exp Med. 2013;13(2):85-93.  

Exclusion code: 14 

D-55 



 

 

 

Kindlon T. Criteria used to define chronic fatigue syndrome questioned. Psychosom Med. 
2010;72(5):506-7; author reply 7-9. PMID: 20530190. 

Exclusion code: 9 

 

Kindlon T. Harms of cognitive behaviour therapy designed to increase activity levels in chronic 
fatigue syndrome: questions remain. Psychother Psychosom. 2011;80(2):110-1; author reply 2. 
PMID: 21212715. 

Exclusion code: 9 

 

Kindlon T. Reporting of Harms Associated with Graded Exercise Therapy and Cognitive 
Behavioural Therapy in Myalgic Encephalomyelitis/Chronic Fatigue Syndrome. Bull IACFS 
ME. 2011;19(2) 

Exclusion code: 14 

 

Kindlon T. Response to: exercise performance and chronic pain in chronic fatigue syndrome: the 
role of pain catastrophizing. Pain Med. 2009;10(6):1144; author reply 5-6. PMID: 19744212. 

Exclusion code: 9 

 

Kishi A, Struzik ZR, Natelson BH, et al. Dynamics of sleep stage transitions in healthy humans 
and patients with chronic fatigue syndrome. Am J Physiol Regul Integr Comp Physiol. 
2008;294(6):R1980-7. PMID: 18417644. 

Exclusion code: 2 

 

Klasnja A, Grujic N, Popadic Gacesa J, et al. Influence of graded exercise therapy on anxiety 
levels and health-related quality of life in chronic fatigue syndrome. J Sports Med Phys Fitness. 
2014;54(2):210-5. PMID: 24509993. 

Exclusion code: 8 

 

Knoop H, Heins M, Bloot L, et al. A treatment model for cognitive-behavioural interventions for 
chronic fatigue syndrome: Work in progress. J Psychosom Res. 2013;74(6):550.  

Exclusion code: 8 

 

D-56 



 

Knoop H, Prins JB, Stulemeijer M, et al. The effect of cognitive behaviour therapy for chronic 
fatigue syndrome on self-reported cognitive impairments and neuropsychological test 
performance. J Neurol Neurosurg Psychiatry. 2007;78(4):434-6. PMID: 17369597. 

Exclusion code: 7 

 

 

Knoop H, Stulemeijer M, Prins JB, et al. Is cognitive behaviour therapy for chronic fatigue 
syndrome also effective for pain symptoms? Behav Res Ther. 2007;45(9):2034-43. PMID: 
17451642. 

Exclusion code: 5 

 

 

Komaroff AL, Cho TA. Role of infection and neurologic dysfunction in chronic fatigue 
syndrome. Semin Neurol. 2011;31(3):325-37. PMID: 21964849. 

Exclusion code: 2 

 

Kop WJ, Lyden A, Berlin AA, et al. Ambulatory monitoring of physical activity and symptoms 
in fibromyalgia and chronic fatigue syndrome. Arthritis Rheum. 2005;52(1):296-303. PMID: 
15641057. 

Exclusion code: 5 

 

Kreijkamp-Kaspers S, Brenu EW, Marshall S, et al. Treating chronic fatigue syndrome - a study 
into the scientific evidence for pharmacological treatments. Aust Fam Physician. 
2011;40(11):907-12. PMID: 22059223. 

Exclusion code: 14 

 

Krilov LR, Fisher M, Friedman SB, et al. Course and outcome of chronic fatigue in children and 
adolescents. Pediatrics. 1998;102(2 Pt 1):360-6. PMID: 9685439. 

Exclusion code: 5 

 

Krotz D. MR spectroscopy and SPECT capture chronic fatigue.[Erratum appears in Diagn 
Imaging (San Franc) 1999 Jan;21(1):23]. Diagn Imaging (San Franc). 1998;20(10):23-5. PMID: 
10187439. 

Exclusion code: 9 

 

D-57 



 

Krupp LB, LaRocca NG, Muir-Nash J, et al. The fatigue severity scale. Application to patients 
with multiple sclerosis and systemic lupus erythematosus. Arch Neurol. 1989;46(10):1121-3. 
PMID: 2803071. 

Exclusion code: 2 

 

Krystal A. Behavioral insomnia therapy with Chronic Fatigue Syndrome [NCT00540254]. 
ClinicalTrialsgov [wwwclinicaltrialsgov]. 2009 

Exclusion code: 9 

 

Kurek JN. Treatment of chronic fatigue syndrome with methylphenidate. Dissertation Abstracts 
International. 2001;61(10-B):5569.  

Exclusion code: 12 

 

Kurup RK, Kurup PA. Hypothalamic digoxin, cerebral chemical dominance and myalgic 
encephalomyelitis. Int J Neurosci. 2003;113(5):683-701. PMID: 12745627. 

Exclusion code: 2 

 

LaManca JJ, Sisto SA, DeLuca J, et al. Influence of exhaustive treadmill exercise on cognitive 
functioning in chronic fatigue syndrome. Am J Med. 1998;105(3A):59S-65S. PMID: 9790484. 

Exclusion code: 8 

 

Landay AL, Jessop C, Lennette ET, et al. Chronic fatigue syndrome: clinical condition 
associated with immune activation. Lancet. 1991;338(8769):707-12. PMID: 1679864. 

Exclusion code: 2 

 

Lane RJ. A randomised, placebo controlled study to assess safety and efficacy of galantamine 
hydrobromide in chronic fatigue syndrome. National Research Register. 1999. 

Exclusion code: 9 

 

Lange G, DeLuca J, Maldjian JA, et al. Brain MRI abnormalities exist in a subset of patients 
with chronic fatigue syndrome. J Neurol Sci. 1999;171(1):3-7. PMID: 10567042. 

Exclusion code: 2 

 

Lapp CW, Hyman HL. Diagnosis of chronic fatigue syndrome. Arch Intern Med. 
1997;157(22):2663-4. PMID: 9531237. 

Exclusion code: 9 

D-58 



 

 

Larun L, Brurberg KG, Fonhus MS, et al. Treatment of chronic fatigue syndrome CFS/ME 
(Structured abstract). Health Technology Assessment Database. 2013(3) 

Exclusion code: 10 

 

Larun L, Malterud K. Identity and coping experiences in Chronic Fatigue Syndrome: a synthesis 
of qualitative studies. Patient Educ Couns. 2007;69(1-3):20-8. PMID: 17698311. 

Exclusion code: 8 

 

Lassesen KM. Cognitive behaviour therapy for chronic fatigue syndrome. Lancet. 
2001;358(9277):239; author reply 40-1. PMID: 11480430. 

Exclusion code: 9 

 

Lavietes MH, Sanchez CW, Tiersky LA, et al. Psychological profile and ventilatory response to 
inspiratory resistive loading. Am J Respir Crit Care Med. 2000;161(3 Pt 1):737-44. PMID: 
10712316. 

Exclusion code: 7 

 

Lawrie SM, MacHale SM. Chronic fatigue syndrome. Lancet. 1994;344(8935):1514. PMID: 
7968153. 

Exclusion code: 9 

Le Bon O, Minner P, Van Moorsel C, et al. First-night effect in the chronic fatigue syndrome. 
Psychiatry Res. 2003;120(2):191-9. PMID: 14527650. 

Exclusion code: 7 

 

Le Bon O, Neu D, Berquin Y, et al. Ultra-slow delta power in chronic fatigue syndrome. 
Psychiatry Res. 2012;200(2-3):742-7. PMID: 22771174. 

Exclusion code: 3 

 

Lee E, Cho S, Kim K, et al. An integrated approach to infer causal associations among gene 
expression, genotype variation, and disease. Genomics. 2009;94(4):269-77. PMID: 19540336. 

Exclusion code: 2 

 

Lee R, Rodin G, Devins G, et al. Illness experience, meaning and help-seeking among Chinese 
immigrants in Canada with chronic fatigue and weakness. Anthropol Med. 2001;8(1):89-108.  

Exclusion code: 8 

D-59 



 

 

Lerner AM, Ariza ME, Williams M, et al. Antibody to Epstein-Barr virus deoxyuridine 
triphosphate nucleotidohydrolase and deoxyribonucleotide polymerase in a chronic fatigue 
syndrome subset. PLoS ONE. 2012;7(11):e47891. PMID: 23155374. 

Exclusion code: 3 

 

Lerner AM, Beqaj SH, Deeter RG, et al. A six-month trial of valacyclovir in the Epstein-Barr 
virus subset of chronic fatigue syndrome: improvement in left ventricular function. Drugs Today. 
2002;38(8):549-61. PMID: 12582420. 

Exclusion code: 7 

 

Lerner AM, Beqaj SH, Deeter RG, et al. IgM serum antibodies to Epstein-Barr virus are 
uniquely present in a subset of patients with the chronic fatigue syndrome. In Vivo. 
2004;18(2):101-6. PMID: 15113035. 

Exclusion code: 2 

 

Lerner AM, Beqaj SH, Deeter RG, et al. Valacyclovir treatment in Epstein-Barr virus subset 
chronic fatigue syndrome: thirty-six months follow-up. In Vivo. 2007;21(5):707-13. PMID: 
18019402. 

Exclusion code: 2 

 

Lerner AM, Lawrie C, Dworkin HS. Repetitively negative changing T waves at 24-h 
electrocardiographic monitors in patients with the chronic fatigue syndrome. Left ventricular 
dysfunction in a cohort. Chest. 1993;104(5):1417-21. PMID: 8222798. 

Exclusion code: 2 

 

Lerner AM, Zervos M, Chang CH, et al. A small, randomized, placebo-controlled trial of the use 
of antiviral therapy for patients with chronic fatigue syndrome. Clin Infect Dis. 
2001;32(11):1657-8. PMID: 11340544. 

Exclusion code: 9 

 

Lewis DH, Mayberg HS, Fischer ME, et al. Monozygotic twins discordant for chronic fatigue 
syndrome: regional cerebral blood flow SPECT. Radiology. 2001;219(3):766-73. PMID: 
11376266. 

Exclusion code: 2 

 

D-60 



 

Lewis I, Pairman J, Spickett G, et al. Clinical characteristics of a novel subgroup of chronic 
fatigue syndrome patients with postural orthostatic tachycardia syndrome. J Intern Med. 
2013;273(5):501-10. PMID: 23206180. 

Exclusion code: 3 

 

Libman E, Creti L, Baltzan M, et al. Sleep apnea and psychological functioning in chronic 
fatigue syndrome. J Health Psychol. 2009;14(8):1251-67. PMID: 19858344. 

Exclusion code: 2 

 

Lieberman J, Bell DS. Serum angiotensin-converting enzyme as a marker for the chronic fatigue-
immune dysfunction syndrome: a comparison to serum angiotensin-converting enzyme in 
sarcoidosis. Am J Med. 1993;95(4):407-12. PMID: 8213873. 

Exclusion code: 2 

 

Light AR, Bateman L, Jo D, et al. Gene expression alterations at baseline and following 
moderate exercise in patients with Chronic Fatigue Syndrome and Fibromyalgia Syndrome. J 
Intern Med. 2012;271(1):64-81. PMID: 21615807. 

Exclusion code: 3 

 

Lijue Z. Acupuncture and Chinese patent drugs for treatment of chronic fatigue syndrome. J 
Tradit Chin Med. 2005;25(2):99-101. PMID: 16136935. 

Exclusion code: 12 

 

Lin JM, Brimmer DJ, Maloney EM, et al. Further validation of the Multidimensional Fatigue 
Inventory in a US adult population sample. Popul Health Metr. 2009;7:18. PMID: 20003524. 

Exclusion code: 2 

 

Lindh G, Samuelson A, Hedlund KO, et al. No findings of enteroviruses in Swedish patients 
with chronic fatigue syndrome. Scand J Infect Dis. 1996;28(3):305-7. PMID: 8863367. 

Exclusion code: 2 

 

Lipkin DP, Scriven AJ, Crake T, et al. Six minute walking test for assessing exercise capacity in 
chronic heart failure. Br Med J (Clin Res Ed). 1986;292(6521):653-5. PMID: 3081210. 

Exclusion code: 5 

 

D-61 



 

Liu Z, Wang D, Xue Q, et al. Determination of fatty acid levels in erythrocyte membranes of 
patients with chronic fatigue syndrome. Nutr Neurosci. 2003;6(6):389-92. PMID: 14744043. 

Exclusion code: 2 

 

Lloyd A, Hanna DA, Wakefield D. Interferon and myalgic encephalomyelitis. Lancet. 
1988;1(8583):471. PMID: 2893889. 

Exclusion code: 9 

 

Lloyd A, Hickie I, Brockman A, et al. Cytokine levels in serum and cerebrospinal fluid in 
patients with chronic fatigue syndrome and control subjects. J Infect Dis. 1991;164(5):1023-4. 
PMID: 1940455. 

Exclusion code: 2 

 

Lloyd A, Hickie I, Brockman A, et al. A Controlled Trial of Immunologic and Cognitive-
Behavioral Therapy for Patients with Chronic Fatigue Syndrome. Clin Infect Dis. 
1994;18(Supp1). 

Exclusion code: 9 

 

Lloyd A, Hickie I, Wakefield D, et al. A double-blind, placebo-controlled trial of intravenous 
immunoglobulin therapy in patients with chronic fatigue syndrome. Am J Med. 1990;89(5):561-
8. PMID: 2146875. 

Exclusion code: 5 

 

Lloyd AR. To exercise or not to exercise in chronic fatigue syndrome? No longer a question. 
Med J Aust. 2004;180(9):437-8. PMID: 15115418. 

Exclusion code: 9 

 

Lloyd AR, Gandevia SC, Hales JP. Muscle performance, voluntary activation, twitch properties 
and perceived effort in normal subjects and patients with the chronic fatigue syndrome. Brain. 
1991;114(Pt 1A):85-98. PMID: 1998892. 

Exclusion code: 2 

 

Lloyd AR, Hickie I, Boughton CR, et al. Prevalence of chronic fatigue syndrome in an 
Australian population. Med J Aust. 1990;153(9):522-8. PMID: 2233474. 

Exclusion code: 2 

 

D-62 



 

Lloyd AR, Hickie I, Brockman A, et al. Immunologic and psychologic therapy for patients with 
chronic fatigue syndrome: a double-blind, placebo-controlled trial. Am J Med. 1993;94(2):197-
203. PMID: 8430715. 

Exclusion code: 5 

 

Lloyd AR, Wakefield D, Boughton CR, et al. Immunological abnormalities in the chronic fatigue 
syndrome. Med J Aust. 1989;151(3):122-4. PMID: 2787888. 

Exclusion code: 2 

 

Lo S-C, Pripuzova N, Li B, et al. Detection of MLV-related virus gene sequences in blood of 
patients with chronic fatigue syndrome and healthy blood donors.[Erratum appears in Proc Natl 
Acad Sci U S A. 2010 Nov 2;107(44):19132], [Retraction in Lo SC, Pripuzova N, Li B, 
Komaroff AL, Hung GC, Wang R, Alter HJ. Proc Natl Acad Sci U S A. 2012 Jan 3;109(1):346; 
PMID: 22203980]. Proc Natl Acad Sci U S A. 2010;107(36):15874-9. PMID: 20798047. 

Exclusion code: 2 

 

Lo S-C, Pripuzova N, Li B, et al. Retraction for Lo et al., Detection of MLV-related virus gene 
sequences in blood of patients with chronic fatigue syndrome and healthy blood 
donors.[Retraction of Lo SC, Pripuzova N, Li B, Komaroff AL, Hung GC, Wang R, Alter HJ. 
Proc Natl Acad Sci U S A. 2010 Sep 7;107(36):15874-9; PMID: 20798047]. Proc Natl Acad Sci 
U S A. 2012;109(1):346. PMID: 22203980. 

Exclusion code: 2 

 

Lombardi VC, Ruscetti FW, Das Gupta J, et al. Detection of an infectious retrovirus, XMRV, in 
blood cells of patients with chronic fatigue syndrome.[Retraction in Alberts B. Science. 2011 
Dec 23;334(6063):1636; PMID: 22194552]. Science. 2009;326(5952):585-9. PMID: 19815723. 

Exclusion code: 2 

 

Lorig K, Chastain RL, Ung E, et al. Development and evaluation of a scale to measure perceived 
self-efficacy in people with arthritis. Arthritis Rheum. 1989;32(1):37-44. PMID: 2912463. 

Exclusion code: 2 

 

Lowe MM, Mold JE, Kanwar B, et al. Identification of cinnabarinic acid as a novel endogenous 
aryl hydrocarbon receptor ligand that drives IL-22 production. PLoS ONE. 2014;9(2):e87877. 
PMID: 24498387. 

Exclusion code: 7 

 

D-63 



 

Lowry TJ, Pakenham KI. Health-related quality of life in chronic fatigue syndrome: predictors of 
physical functioning and psychological distress. Psychol Health Med. 2008;13(2):222-38. PMID: 
18350466. 

Exclusion code: 8 

 

Luyten P, Van Houdenhove B, Pae CU, et al. Treatment of chronic fatigue syndrome: findings, 
principles and strategies. Psychiatry Investig. 2008;5(4):209-12. PMID: 20046339. 

Exclusion code: 14 

 

Lynch S, Fraser J. “Randomised, double-blind, placebo-controlled treatment trial of fluoxetine 
and graded exercise for chronic fatigue syndrome”: Commentary. Br J Psychiatry. 1998;173:353. 
PMID: 9926046. 

Exclusion code: 9 

 

MacDonald KL, Osterholm MT, LeDell KH, et al. A case-control study to assess possible 
triggers and cofactors in chronic fatigue syndrome. Am J Med. 1996;100(5):548-54. PMID: 
8644768. 

Exclusion code: 8 

 

MacHale S, Lawrie S, Cavanagh J, et al. “Cerebral perfusion in chronic fatigue syndrome and 
depression”: Reply. Br J Psychiatry. 2000;177:470.  

Exclusion code: 9 

 

MacHale SM, Cavanagh JT, Bennie J, et al. Diurnal variation of adrenocortical activity in 
chronic fatigue syndrome. Neuropsychobiology. 1998;38(4):213-7. PMID: 9813459. 

Exclusion code: 2 

 

MacHale SM, Lawrie SM, Cavanagh JT, et al. Cerebral perfusion in chronic fatigue syndrome 
and depression. Br J Psychiatry. 2000;176:550-6. PMID: 10974961. 

Exclusion code: 2 

Maes M, Anderson G, Morris G, et al. Diagnosis of myalgic encephalomyelitis: where are we 
now? Expert Opin Med Diagn. 2013;7(3):221-5. PMID: 23480562. 

Exclusion code: 9 

 

D-64 



 

Maes M, Leunis J-C. Normalization of leaky gut in chronic fatigue syndrome (CFS) is 
accompanied by a clinical improvement: effects of age, duration of illness and the translocation 
of LPS from gram-negative bacteria. Neuroendocrinol Lett. 2008;29(6):902-10. PMID: 
19112401. 

Exclusion code: 2 

 

Maes M, Mihaylova I, De Ruyter M. Lower serum zinc in Chronic Fatigue Syndrome (CFS): 
relationships to immune dysfunctions and relevance for the oxidative stress status in CFS. J 
Affect Disord. 2006;90(2-3):141-7. PMID: 16338007. 

Exclusion code: 2 

 

Maes M, Mihaylova I, Kubera M, et al. Coenzyme Q10 deficiency in myalgic 
encephalomyelitis/chronic fatigue syndrome (ME/CFS) is related to fatigue, autonomic and 
neurocognitive symptoms and is another risk factor explaining the early mortality in ME/CFS 
due to cardiovascular disorder. Neuroendocrinol Lett. 2009;30(4):470-6. PMID: 20010505. 

Exclusion code: 2 

 

Maes M, Mihaylova I, Kubera M, et al. Increased 8-hydroxy-deoxyguanosine, a marker of 
oxidative damage to DNA, in major depression and myalgic encephalomyelitis / chronic fatigue 
syndrome. Neuroendocrinol Lett. 2009;30(6):715-22. PMID: 20035260. 

Exclusion code: 2 

 

Maes M, Mihaylova I, Kubera M, et al. Lower whole blood glutathione peroxidase (GPX) 
activity in depression, but not in myalgic encephalomyelitis / chronic fatigue syndrome: another 
pathway that may be associated with coronary artery disease and neuroprogression in depression. 
Neuroendocrinol Lett. 2011;32(2):133-40. PMID: 21552194. 

Exclusion code: 2 

 

Maes M, Mihaylova I, Leunis J-C. Increased serum IgA and IgM against LPS of enterobacteria 
in chronic fatigue syndrome (CFS): indication for the involvement of gram-negative 
enterobacteria in the etiology of CFS and for the presence of an increased gut-intestinal 
permeability. J Affect Disord. 2007;99(1-3):237-40. PMID: 17007934. 

Exclusion code: 2 

Maes M, Ringel K, Kubera M, et al. In myalgic encephalomyelitis/chronic fatigue syndrome, 
increased autoimmune activity against 5-HT is associated with immuno-inflammatory pathways 
and bacterial translocation. J Affect Disord. 2013;150(2):223-30. PMID: 23664637. 

Exclusion code: 2 

 

D-65 



 

Maes M, Twisk FNM, Kubera M, et al. Evidence for inflammation and activation of cell-
mediated immunity in Myalgic Encephalomyelitis/Chronic Fatigue Syndrome (ME/CFS): 
increased interleukin-1, tumor necrosis factor-, PMN-elastase, lysozyme and neopterin. J Affect 
Disord. 2012;136(3):933-9. PMID: 21975140. 

Exclusion code: 2 

 

Maes M, Twisk FNM, Kubera M, et al. Increased IgA responses to the LPS of commensal 
bacteria is associated with inflammation and activation of cell-mediated immunity in chronic 
fatigue syndrome. J Affect Disord. 2012;136(3):909-17. PMID: 21967891. 

Exclusion code: 2 

 

Maher KJ, Klimas NG, Fletcher MA. Chronic fatigue syndrome is associated with diminished 
intracellular perforin. Clin Exp Immunol. 2005;142(3):505-11. PMID: 16297163. 

Exclusion code: 2 

 

Mahoney FI, Barthel DW. Functional Evaluation: The Barthel Index. Md State Med J. 
1965;14:61-5. PMID: 14258950. 

Exclusion code: 2 

 

Main CJ. The Modified Somatic Perception Questionnaire (MSPQ). J Psychosom Res. 
1983;27(6):503-14. PMID: 6229628. 

Exclusion code: 2 

 

Main J. A phase II randomised placebo controlled study to assess the safety and efficacy of 
galantamine hydrobromide 25mg tid and 10mg tid taken for a period of 16 wks in patients with a 
diagnosis of chronic fatigue syndrome (MREC). National Research Register. 2000. 

Exclusion code: 9 

 

Majer M, Welberg LAM, Capuron L, et al. Neuropsychological performance in persons with 
chronic fatigue syndrome: results from a population-based study. Psychosom Med. 
2008;70(7):829-36. PMID: 18606722. 

Exclusion code: 6 

 

Maloney EM, Boneva R, Nater UM, et al. Chronic fatigue syndrome and high allostatic load: 
results from a population-based case-control study in Georgia. Psychosom Med. 2009;71(5):549-
56. PMID: 19414615. 

Exclusion code: 8 

D-66 



 

 

Maloney EM, Gurbaxani BM, Jones JF, et al. Chronic fatigue syndrome and high allostatic load. 
Pharmacogenomics. 2006;7(3):467-73. PMID: 16610956. 

Exclusion code: 8 

 

Malouff JM, Thorsteinsson EB, Rooke SE, et al. Efficacy of cognitive behavioral therapy for 
chronic fatigue syndrome: a meta-analysis. Clin Psychol Rev. 2008;28(5):736-45. PMID: 
18060672. 

Exclusion code: 14 

 

Mantysaari M. Aerobic work capacity in chronic fatigue syndrome. BMJ. 1991;302(6767):50. 
PMID: 1991195. 

Exclusion code: 2 

 

Manu P, Lane TJ, Matthews DA. The frequency of the chronic fatigue syndrome in patients with 
symptoms of persistent fatigue.[Erratum appears in Ann Intern Med 1988 Dec 15;109(12):997]. 
Ann Intern Med. 1988;109(7):554-6. PMID: 3421564. 

Exclusion code: 2 

 

Manu P, Lane TJ, Matthews DA. Idiopathic chronic fatigue: Depressive symptoms and 
functional somatic complaints. Chronic fatigue syndrome: An integrative approach to evaluation 
and treatment. 1996:36-47.  

Exclusion code: 5 

 

Maquet D, Demoulin C, Crielaard JM. Chronic fatigue syndrome: a systematic review. Ann 
Readapt Med Phys. 2006;49(6):337-47. PMID: 16698108. 

Exclusion code: 2 

 

Mariman A, Delesie L, Tobback E, et al. Undiagnosed and comorbid disorders in patients with 
presumed chronic fatigue syndrome. J Psychosom Res. 2013;75(5):491-6. PMID: 24182640. 

Exclusion code: 3 

 

Mariman A, Vogelaers D, Hanoulle I, et al. Subjective sleep quality and daytime sleepiness in a 
large sample of patients with chronic fatigue syndrome (CFS). Acta Clin Belg. 2012;67(1):19-
24. PMID: 22480034. 

Exclusion code: 8 

D-67 



 

Marlin RG, Anchel H, Gibson JC, et al. An evaluation of multidisciplinary intervention for 
chronic fatigue syndrome with long-term follow-up, and a comparison with untreated controls. 
Am J Med. 1998;105(3A):110S-4S. PMID: 9790492. 

Exclusion code: 6 

 

Marques M, De Gucht V, Maes S, et al. Protocol for the “four steps to control your fatigue (4-
STEPS)” randomised controlled trial: a self-regulation based physical activity intervention for 
patients with unexplained chronic fatigue. BMC Public Health. 2012;12:202. PMID: 22429404. 

Exclusion code: 9 

 

Martin RWY, Ogston SA, Evans JR. Effects of vitamin and mineral supplementation on 
symptoms associated with chronic fatigue syndrome with Coxsackie B antibodies. J Nutr Med. 
1994;4(1):11-23.  

Exclusion code: 7 

 

Masuda A, Nakayama T, Yamanaka T, et al. Cognitive behavioral therapy and fasting therapy 
for a patient with chronic fatigue syndrome. Intern Med. 2001;40(11):1158-61. PMID: 
11757776. 

Exclusion code: 9 

 

Matthews RM, Komaroff AL. Changes in functional status in chronic fatigue syndrome over a 
decade: Do age and gender matter? J Chronic Fatigue Syndr. 2007;14(1):33-42.  

Exclusion code: 2 

 

Mawle AC, Nisenbaum R, Dobbins JG, et al. Immune responses associated with chronic fatigue 
syndrome: a case-control study. J Infect Dis. 1997;175(1):136-41. PMID: 8985207. 

Exclusion code: 2 

 

Mawle AC, Nisenbaum R, Dobbins JG, et al. Seroepidemiology of chronic fatigue syndrome: a 
case-control study. Clin Infect Dis. 1995;21(6):1386-9. PMID: 8749620. 

Exclusion code: 2 

 

McArdle A, McArdle F, Jackson MJ, et al. Investigation by polymerase chain reaction of 
enteroviral infection in patients with chronic fatigue syndrome. Clin Sci. 1996;90(4):295-300. 
PMID: 8777836. 

Exclusion code: 2 

D-68 



 

 

McCluskey DR. Pharmacological approaches to the therapy of chronic fatigue syndrome. Ciba 
Found Symp. 1993;173:280-7; discussion 7-97. PMID: 8491103. 

Exclusion code: 2 

 

McCrone P, Ridsdale L, Darbishire L, et al. Cost-effectiveness of cognitive behavioural therapy, 
graded exercise and usual care for patients with chronic fatigue in primary care. Psychol Med. 
2004;34(6):991-9. PMID: 15554570. 

Exclusion code: 7 

 

McCrone P, Sharpe M, Chalder T, et al. Adaptive pacing, cognitive behaviour therapy, graded 
exercise, and specialist medical care for chronic fatigue syndrome: a cost-effectiveness analysis. 
PLoS ONE. 2012;7(8):e40808. PMID: 22870204. 

Exclusion code: 7 

 

McCue P, Buchanan T, Martin CR. Screening for psychological distress using internet 
administration of the Hospital Anxiety and Depression Scale (HADS) in individuals with chronic 
fatigue syndrome. Br J Clin Psychol. 2006;45(Pt 4):483-98. PMID: 17076959. 

Exclusion code: 6 

 

McCully KK, Natelson BH. Impaired oxygen delivery to muscle in chronic fatigue syndrome. 
Clin Sci. 1999;97(5):603-8; discussion 11-3. PMID: 10545311. 

Exclusion code: 2 

 

McCully KK, Smith S, Rajaei S, et al. Blood flow and muscle metabolism in chronic fatigue 
syndrome. Clin Sci. 2003;104(6):641-7. PMID: 12589704. 

Exclusion code: 2 

 

McCully KK, Smith S, Rajaei S, et al. Muscle metabolism with blood flow restriction in chronic 
fatigue syndrome. J Appl Physiol. 2004;96(3):871-8. PMID: 14578362. 

Exclusion code: 2 

 

McDermott C, Richards SCM, Thomas PW, et al. A placebo-controlled, double-blind, 
randomized controlled trial of a natural killer cell stimulant (BioBran MGN-3) in chronic fatigue 
syndrome. QJM. 2006;99(7):461-8. PMID: 16809351. 

Exclusion code: 12 

D-69 



 

 

McDonald E, David AS, Pelosi AJ, et al. Chronic fatigue in primary care attenders. Psychol 
Med. 1993;23(4):987-98. PMID: 8134522. 

Exclusion code: 2 

McGarry F, Gow J, Behan PO. Enterovirus in the chronic fatigue syndrome. Ann Intern Med. 
1994;120(11):972-3. PMID: 8172448. 

Exclusion code: 9 

 

McKendrick M. Chronic fatigue syndrome: a controlled trial of the efficacy of homoeopathic 
treatment. National Research Register. 1999 

Exclusion code: 9 

 

McLaughlin B. Virology laboratory diagnosis of chronic fatigue syndrome. Can Dis Wkly Rep. 
1991;17 Suppl 1E:51-5. PMID: 1669355. 

Exclusion code: 9 

 

McNair, Lorr, Droppelman. Manual: Profile of Mood States. San Diego, CA: Educational and 
Industry Testing Service; 1971. Book 

Exclusion code: 2 

 

Meeus M, Nijs J, Meirleir KD. Chronic musculoskeletal pain in patients with the chronic fatigue 
syndrome: a systematic review. Eur J Pain. 2007;11(4):377-86. PMID: 16843021. 

Exclusion code: 2 

 

Meeus M, Nijs J, Van de Wauwer N, et al. Diffuse noxious inhibitory control is delayed in 
chronic fatigue syndrome: an experimental study. Pain. 2008;139(2):439-48. PMID: 18617327. 

Exclusion code: 2 

 

Meeus M, Nijs J, Van Oosterwijck J, et al. Pain physiology education improves pain beliefs in 
patients with chronic fatigue syndrome compared with pacing and self-management education: a 
double-blind randomized controlled trial. Arch Phys Med Rehabil. 2010;91(8):1153-9. PMID: 
20684894. 

Exclusion code: 7 

 

D-70 



 

Meeus M, van Eupen I, van Baarle E, et al. Symptom fluctuations and daily physical activity in 
patients with chronic fatigue syndrome: a case-control study. Arch Phys Med Rehabil. 
2011;92(11):1820-6. PMID: 22032215. 

Exclusion code: 8 

 

Michael A. Treating chronic fatigue with exercise. Exercise improves mood and sleep. BMJ. 
1998;317(7158):600. PMID: 9758490. 

Exclusion code: 9 

 

 

Michiels V, Cluydts R. Neuropsychological functioning in chronic fatigue syndrome: a review. 
Acta Psychiatr Scand. 2001;103(2):84-93. PMID: 11167310. 

Exclusion code: 2 

 

Mildon CA. Clinical observations of chronic fatigue syndrome. Can Dis Wkly Rep. 1991;17 
Suppl 1E:17-9. PMID: 1669348. 

Exclusion code: 9 

 

Miller NA, Carmichael HA, Calder BD, et al. Antibody to Coxsackie B virus in diagnosing 
postviral fatigue syndrome. BMJ. 1991;302(6769):140-3. PMID: 1847316. 

Exclusion code: 8 

 

Mitchell AJ. A phase II randomised, placebo-controlled study to assess the safety and efficacy of 
galantamine hydrobromide 25mg TID, 5mg TID, 75mg TID and 10mg TID taken for a period of 
16 weeks in patients with a diagnosis of chronic fatigue syndrome (CFS). National Research 
Register. 2000 

Exclusion code: 9 

 

Mitchell JT, Jr. The PACE trial in chronic fatigue syndrome. Lancet. 2011;377(9780):1831; 
author reply 4-5. PMID: 21592555. 

Exclusion code: 9 

 

Miwa K, Fujita M. Cardiac function fluctuates during exacerbation and remission in young 
adults with chronic fatigue syndrome and “small heart”. J Cardiol. 2009;54(1):29-35. PMID: 
19632517. 

Exclusion code: 2 

D-71 



 

 

Miwa K, Fujita M. Fluctuation of serum vitamin E (alpha-tocopherol) concentrations during 
exacerbation and remission phases in patients with chronic fatigue syndrome. Heart Vessels. 
2010;25(4):319-23. PMID: 20676841. 

Exclusion code: 2 

 

Miwa K, Fujita M. Increased oxidative stress suggested by low serum vitamin E concentrations 
in patients with chronic fatigue syndrome. Int J Cardiol. 2009;136(2):238-9. PMID: 18684522. 

Exclusion code: 8 

 

Mizoguchi A. Healing of intestinal inflammation by IL-22. Inflamm Bowel Dis. 
2012;18(9):1777-84. PMID: 22359410. 

Exclusion code: 6 

 

Montague TJ, Marrie TJ, Klassen GA, et al. Cardiac function at rest and with exercise in the 
chronic fatigue syndrome. Chest. 1989;95(4):779-84. PMID: 2924607. 

Exclusion code: 2 

 

Moore RA, Straube S, Paine J, et al. Fibromyalgia: Moderate and substantial pain intensity 
reduction predicts improvement in other outcomes and substantial quality of life gain. Pain. 
2010;149(2):360-4. PMID: 20347225. 

Exclusion code: 5 

 

Moorkens G, Wynants H, Abs R. Effect of growth hormone treatment in patients with chronic 
fatigue syndrome: a preliminary study. Growth Horm IGF Res. 1998;8 Suppl B:131-3. PMID: 
10990148. 

Exclusion code: 8 

 

Morgan RM, Parry AMM, Arida RM, et al. Effects of elevated plasma tryptophan on brain 
activation associated with the Stroop task. Psychopharmacology. 2007;190(3):383-9. PMID: 
17180619. 

Exclusion code: 12 

 

Morris G, Anderson G, Galecki P, et al. A narrative review on the similarities and dissimilarities 
between myalgic encephalomyelitis/chronic fatigue syndrome (ME/CFS) and sickness behavior. 
BMC Med. 2013;11:64. PMID: 23497361. 

D-72 



 

Exclusion code: 14 

Morriss R. Chronic fatigue syndrome/myalgic encephalomyelitis: more heat, some light--
directions for research and clinical practice. J Neurol Neurosurg Psychiatry. 2014;85(2):127-8. 
PMID: 23408068. 

Exclusion code: 9 

 

Morriss RK, Robson MJ, Deakin JFW. Neuropsychological performance and noradrenaline 
function in chronic fatigue syndrome under conditions of high arousal. Psychopharmacology. 
2002;163(2):166-73. PMID: 12202963. 

Exclusion code: 12 

 

Morriss RK, Wearden AJ. Screening instruments for psychiatric morbidity in chronic fatigue 
syndrome. J R Soc Med. 1998;91(7):365-8. PMID: 9771495. 

Exclusion code: 2 

 

Morriss RK, Wearden AJ, Mullis R. Exploring the validity of the Chalder Fatigue scale in 
chronic fatigue syndrome. J Psychosom Res. 1998;45(5):411-7. PMID: 9835234. 

Exclusion code: 2 

 

Morte S, Castilla A, Civeira MP, et al. Gamma-interferon and chronic fatigue syndrome. Lancet. 
1988;2(8611):623-4. PMID: 2900994. 

Exclusion code: 9 

 

Moss-Morris R, Petrie KJ. Cognitive distortions of somatic experiences: revision and validation 
of a measure. J Psychosom Res. 1997;43(3):293-306. PMID: 9304555. 

Exclusion code: 6 

 

Moss-Morris R, Petrie KJ. Experimental evidence for interpretive but not attention biases 
towards somatic information in patients with chronic fatigue syndrome. Br J Health Psychol. 
2003;8(Pt 2):195-208. PMID: 12804333. 

Exclusion code: 7 

 

Moss-Morris R, Spence MJ, Hou R. The pathway from glandular fever to chronic fatigue 
syndrome: can the cognitive behavioural model provide the map? Psychol Med. 
2011;41(5):1099-107. PMID: 20663256. 

Exclusion code: 3 

D-73 



 

 

Muir P, Nicholson F, Banatvala JE, et al. Coxsackie B virus and postviral fatigue syndrome. 
BMJ. 1991;302(6777):658-9. PMID: 1849432. 

Exclusion code: 9 

 

Mulrow CD, Ramirez G, Cornell JE, et al. Defining and managing chronic fatigue syndrome. 
Evid Rep Technol Assess (Summ). 2001(42):1-4. PMID: 11840862. 

Exclusion code: 9 

 

Mundt JC, Marks IM, Shear MK, et al. The Work and Social Adjustment Scale: a simple 
measure of impairment in functioning. Br J Psychiatry. 2002;180:461-4. PMID: 11983645. 

Exclusion code: 2 

 

Murdoch JC. Cell-mediated immunity in patients with myalgic encephalomyelitis syndrome. N Z 
Med J. 1988;101(851):511-2. PMID: 3261407. 

Exclusion code: 2 

 

Myers C, Wilks D. Comparison of Euroqol EQ-5D and SF-36 in patients with chronic fatigue 
syndrome. Qual Life Res. 1999;8(1-2):9-16. PMID: 10457734. 

Exclusion code: 2 

 

Nacul LC, Lacerda EM, Campion P, et al. The functional status and well being of people with 
myalgic encephalomyelitis/chronic fatigue syndrome and their carers. BMC Public Health. 
2011;11:402. PMID: 21619607. 

Exclusion code: 8 

 

Nacul LC, Lacerda EM, Pheby D, et al. Prevalence of myalgic encephalomyelitis/chronic fatigue 
syndrome (ME/CFS) in three regions of England: a repeated cross-sectional study in primary 
care. BMC Med. 2011;9:91. PMID: 21794183. 

Exclusion code: 8 

 

Naess H, Sundal E, Myhr K-M, et al. Postinfectious and chronic fatigue syndromes: clinical 
experience from a tertiary-referral centre in Norway. In Vivo. 2010;24(2):185-8. PMID: 
20363992. 

Exclusion code: 3 

 

D-74 



 

Nagelkirk PR, Cook DB, Peckerman A, et al. Aerobic capacity of Gulf War veterans with 
chronic fatigue syndrome. Mil Med. 2003;168(9):750-5. PMID: 14529252. 

Exclusion code: 2 

 

Nakamura T, Schwander S, Donnelly R, et al. Exercise and sleep deprivation do not change 
cytokine expression levels in patients with chronic fatigue syndrome. Clin Vaccine Immunol. 
2013;20(11):1736-42. PMID: 24027260. 

Exclusion code: 7 

 

Nakatomi Y, Mizuno K, Ishii A, et al. Neuroinflammation in Patients with Chronic Fatigue 
Syndrome/Myalgic Encephalomyelitis: An 11C-(R)-PK11195 PET Study. J Nucl Med. 
2014;55(6):945-50. PMID: 24665088. 

Exclusion code: 8 

 

Nakaya T, Takahashi H, Nakamura Y, et al. Demonstration of Borna disease virus RNA in 
peripheral blood mononuclear cells derived from Japanese patients with chronic fatigue 
syndrome. FEBS Lett. 1996;378(2):145-9. PMID: 8549821. 

Exclusion code: 2 

 

Narita M, Nishigami N, Narita N, et al. Association between serotonin transporter gene 
polymorphism and chronic fatigue syndrome. Biochem Biophys Res Commun. 2003;311(2):264-
6. PMID: 14592408. 

Exclusion code: 2 

 

Nas K, Cevik R, Batum S, et al. Immunologic and psychosocial status in chronic fatigue 
syndrome. Bratisl Lek Listy. 2011;112(4):208-12. PMID: 21585130. 

Exclusion code: 8 

 

Naschitz J, Dreyfuss D, Yeshurun D, et al. Midodrine treatment for chronic fatigue syndrome. 
Postgrad Med J. 2004;80(942):230-2. PMID: 15082846. 

Exclusion code: 8 

 

Naschitz JE, Mussafia-Priselac R, Kovalev Y, et al. Patterns of hypocapnia on tilt in patients 
with fibromyalgia, chronic fatigue syndrome, nonspecific dizziness, and neurally mediated 
syncope. Am J Med Sci. 2006;331(6):295-303. PMID: 16775435. 

Exclusion code: 3 

D-75 



 

 

Naschitz JE, Rosner I, Rozenbaum M, et al. Patterns of cardiovascular reactivity in disease 
diagnosis. QJM. 2004;97(3):141-51. PMID: 14976271. 

Exclusion code: 3 

 

Naschitz JE, Rosner I, Rozenbaum M, et al. The capnography head-up tilt test for evaluation of 
chronic fatigue syndrome. Semin Arthritis Rheum. 2000;30(2):79-86. PMID: 11071579. 

Exclusion code: 3 

 

Naschitz JE, Rosner I, Rozenbaum M, et al. Successful treatment of chronic fatigue syndrome 
with midodrine: a pilot study. Clin Exp Rheumatol. 2003;21(3):416-7. PMID: 12846081. 

Exclusion code: 8 

 

Naschitz JE, Rosner I, Rozenbaum M, et al. The head-up tilt test with haemodynamic instability 
score in diagnosing chronic fatigue syndrome. QJM. 2003;96(2):133-42. PMID: 12589011. 

Exclusion code: 3 

 

Naschitz JE, Rozenbaum M, Fields M, et al. Search for disease-specific cardiovascular reactivity 
patterns: developing the methodology. Clin Sci. 2005;108(1):37-46. PMID: 15330754. 

Exclusion code: 5 

 

Naschitz JE, Sabo E, Dreyfuss D, et al. The head-up tilt test in the diagnosis and management of 
chronic fatigue syndrome. Isr Med Assoc J. 2003;5(11):807-11. PMID: 14650107. 

Exclusion code: 3 

 

Naschitz JE, Sabo E, Naschitz S, et al. Hemodynamics instability score in chronic fatigue 
syndrome and in non-chronic fatigue syndrome.[Erratum appears in Semin Arthritis Rheum. 
2003 Apr;32(5):343 Note: Madelain, Fields [corrected to Fields, Madeline]; Hillel, Isseroff 
[corrected to Isseroff, Hillel]]. Semin Arthritis Rheum. 2002;32(3):141-8. PMID: 12528078. 

Exclusion code: 8 

 

Naschitz JE, Sabo E, Naschitz S, et al. Fractal analysis and recurrence quantification analysis of 
heart rate and pulse transit time for diagnosing chronic fatigue syndrome. Clin Auton Res. 
2002;12(4):264-72. PMID: 12357280. 

Exclusion code: 3 

 

D-76 



 

Naschitz JE, Sabo E, Naschitz S, et al. Hemodynamic instability in chronic fatigue syndrome: 
indices and diagnostic significance. Semin Arthritis Rheum. 2001;31(3):199-208. PMID: 
11740800. 

Exclusion code: 2 

 

Naschitz JE, Slobodin G, Sharif D, et al. Electrocardiographic QT interval and cardiovascular 
reactivity in fibromyalgia differ from chronic fatigue syndrome. Eur J Intern Med. 
2008;19(3):187-91. PMID: 18395162. 

Exclusion code: 3 

 

Natelson BH, Cheu J, Hill N, et al. Single-blind, placebo phase-in trial of two escalating doses of 
selegiline in the chronic fatigue syndrome. Neuropsychobiology. 1998;37(3):150-4. PMID: 
9597672. 

Exclusion code: 12 

 

Natelson BH, Cheu J, Pareja J, et al. Randomized, double blind, controlled placebo-phase in trial 
of low dose phenelzine in the chronic fatigue syndrome. Psychopharmacology. 1996;124(3):226-
30. PMID: 8740043. 

Exclusion code: 12 

 

Natelson BH, Cohen JM, Brassloff I, et al. A controlled study of brain magnetic resonance 
imaging in patients with the chronic fatigue syndrome. J Neurol Sci. 1993;120(2):213-7. PMID: 
8138812. 

Exclusion code: 2 

 

Natelson BH, LaManca JJ, Denny TN, et al. Immunologic parameters in chronic fatigue 
syndrome, major depression, and multiple sclerosis. Am J Med. 1998;105(3A):43S-9S. PMID: 
9790481. 

Exclusion code: 2 

 

Natelson BH, Tiersky L, Nelson J. The diagnosis of posttraumatic stress disorder in Gulf 
veterans with medically unexplained fatiguing illness. J Nerv Ment Dis. 2001;189(11):795-6. 
PMID: 11758664. 

Exclusion code: 5 

 

Natelson BH, Weaver SA, Tseng C-L, et al. Spinal fluid abnormalities in patients with chronic 
fatigue syndrome. Clin Diagn Lab Immunol. 2005;12(1):52-5. PMID: 15642984. 

D-77 



 

Exclusion code: 8 

 

Nater UM, Lin J-M, Maloney EM, et al. “Criteria used to define chronic fatigue syndrome 
questioned.”: Reply. Psychosom Med. 2010;72(5):507-9. PMID: 20530190. 

Exclusion code: 9 

 

Nater UM, Maloney E, Boneva RS, et al. Attenuated morning salivary cortisol concentrations in 
a population-based study of persons with chronic fatigue syndrome and well controls. J Clin 
Endocrinol Metab. 2008;93(3):703-9. PMID: 18160468. 

Exclusion code: 2 

 

Nater UM, Maloney E, Heim C, et al. Cumulative life stress in chronic fatigue syndrome. 
Psychiatry Res. 2011;189(2):318-20. PMID: 21840607. 

Exclusion code: 2 

 

National Horizon Scanning Centre. Ampligen (poly1:polyC12U) for chronic fatigue syndrome: 
horizon scanning technology briefing (Project record). Health Technology Assessment Database. 
2014(3). 

Exclusion code: 9 

Nawab SS, Miller CS, Dale JK, et al. Self-reported sensitivity to chemical exposures in five 
clinical populations and healthy controls. Psychiatry Res. 2000;95(1):67-74. PMID: 10904124. 

Exclusion code: 2 

 

Neu D, Kajosch H, Peigneux P, et al. Cognitive impairment in fatigue and sleepiness associated 
conditions. Psychiatry Res. 2011;189(1):128-34. PMID: 21196050. 

Exclusion code: 2 

 

Neu D, Linkowski P, Le Bon O. Clinical complaints of daytime sleepiness and fatigue: How to 
distinguish and treat them, especially when they become ‘excessive’ or ‘chronic’? Acta Neurol 
Belg. 2010;110(1):15-25. PMID: 20514923. 

Exclusion code: 9 

 

Neu D, Mairesse O, Hoffmann G, et al. Sleep quality perception in the chronic fatigue syndrome: 
correlations with sleep efficiency, affective symptoms and intensity of fatigue. 
Neuropsychobiology. 2007;56(1):40-6. PMID: 17986836. 

Exclusion code: 7 

D-78 



 

 

Newton JL, Okonkwo O, Sutcliffe K, et al. Symptoms of autonomic dysfunction in chronic 
fatigue syndrome. QJM. 2007;100(8):519-26. PMID: 17617647. 

Exclusion code: 8 

 

Newton JL, Pairman J, Hallsworth K, et al. Physical activity intensity but not sedentary activity 
is reduced in chronic fatigue syndrome and is associated with autonomic regulation. QJM. 
2011;104(8):681-7. PMID: 21382927. 

Exclusion code: 2 

 

Newton JL, Sheth A, Shin J, et al. Lower ambulatory blood pressure in chronic fatigue 
syndrome. Psychosom Med. 2009;71(3):361-5. PMID: 19297309. 

Exclusion code: 12 

 

Ng S-M, Yiu Y-M. Acupuncture for chronic fatigue syndrome: a randomized, sham-controlled 
trial with single-blinded design. Altern Ther Health Med. 2013;19(4):21-6. PMID: 23981369. 

Exclusion code: 12 

 

Niblett SH, King KE, Dunstan RH, et al. Hematologic and urinary excretion anomalies in 
patients with chronic fatigue syndrome. Exp Biol Med. 2007;232(8):1041-9. PMID: 17720950. 

Exclusion code: 8 

 

Nickel JC, Tripp DA, Pontari M, et al. Interstitial cystitis/painful bladder syndrome and 
associated medical conditions with an emphasis on irritable bowel syndrome, fibromyalgia and 
chronic fatigue syndrome. J Urol. 2010;184(4):1358-63. PMID: 20719340. 

Exclusion code: 4 

 

Nicolson GL, Gan R, Haier J. Multiple co-infections (Mycoplasma, Chlamydia, human herpes 
virus-6) in blood of chronic fatigue syndrome patients: association with signs and symptoms. 
Apmis. 2003;111(5):557-66. PMID: 12887507. 

Exclusion code: 7 

 

Nijrolder I, van der Windt D, de Vries H, et al. Diagnoses during follow-up of patients 
presenting with fatigue in primary care. CMAJ. 2009;181(10):683-7. PMID: 19858240. 

Exclusion code: 2 

 

D-79 



 

Nijs J, Adriaens J, Schuermans D, et al. Breathing retraining in patients with chronic fatigue 
syndrome: a pilot study. Physiother. 2008;24(2):83-94. PMID: 18432511. 

Exclusion code: 12 

 

Nijs J, Almond F, De Becker P, et al. Can exercise limits prevent post-exertional malaise in 
chronic fatigue syndrome? An uncontrolled clinical trial. Clin Rehabil. 2008;22(5):426-35. 
PMID: 18441039. 

Exclusion code: 12 

 

Nijs J, De Becker P, De Meirleir K, et al. Associations between bronchial hyperresponsiveness 
and immune cell parameters in patients with chronic fatigue syndrome. Chest. 2003;123(4):998-
1007. PMID: 12684286. 

Exclusion code: 7 

 

Nijs J, De Meirleir K. Prediction of peak oxygen uptake in patients fulfilling the 1994 CDC 
criteria for chronic fatigue syndrome. Clin Rehabil. 2004;18(7):785-92. PMID: 15573835. 

Exclusion code: 7 

 

Nijs J, Nees A, Paul L, et al. Altered immune response to exercise in patients with chronic 
fatigue syndrome/myalgic encephalomyelitis: a systematic literature review. Exerc Immunol 
Rev. 2014;20:94-116. PMID: 24974723. 

Exclusion code: 6 

 

Nijs J, Roussel N, Van Oosterwijck J, et al. Fear of movement and avoidance behaviour toward 
physical activity in chronic-fatigue syndrome and fibromyalgia: state of the art and implications 
for clinical practice. Clin Rheumatol. 2013;32(8):1121-9. PMID: 23639990. 

Exclusion code: 2 

 

Nijs J, Van Oosterwijck J, Meeus M, et al. Unravelling the nature of postexertional malaise in 
myalgic encephalomyelitis/chronic fatigue syndrome: the role of elastase, complement C4a and 
interleukin-1beta. J Intern Med. 2010;267(4):418-35. PMID: 20433584. 

Exclusion code: 2 

 

Nijs J, Vanherberghen K, Duquet W, et al. Chronic fatigue syndrome: lack of association 
between pain-related fear of movement and exercise capacity and disability. Phys Ther. 
2004;84(8):696-705. PMID: 15283620. 

Exclusion code: 3 

D-80 



 

 

Nijs J, Zwinnen K, Meeusen R, et al. Comparison of two exercise testing protocols in patients 
with chronic fatigue syndrome. J Rehabil Res Dev. 2007;44(4):553-9. PMID: 18247252. 

Exclusion code: 12 

 

Nisenbaum R, Jones A, Jones J, et al. Longitudinal analysis of symptoms reported by patients 
with chronic fatigue syndrome. Ann Epidemiol. 2000;10(7):458. PMID: 11018368. 

Exclusion code: 7 

 

Nisenbaum R, Jones JF, Unger ER, et al. A population-based study of the clinical course of 
chronic fatigue syndrome. Health Qual Life Outcomes. 2003;1:49. PMID: 14613572. 

Exclusion code: 2 

 

Nisenbaum R, Reyes M, Mawle AC, et al. Factor analysis of unexplained severe fatigue and 
interrelated symptoms: overlap with criteria for chronic fatigue syndrome. Am J Epidemiol. 
1998;148(1):72-7. PMID: 9663406. 

Exclusion code: 2 

 

Nishikai M, Tomomatsu S, Hankins RW, et al. Autoantibodies to a 68/48 kDa protein in chronic 
fatigue syndrome and primary fibromyalgia: a possible marker for hypersomnia and cognitive 
disorders. Rheumatology (Oxford). 2001;40(7):806-10. PMID: 11477286. 

Exclusion code: 2 

 

Njoku MGC, Jason LA, Torres-Harding SR. The relationships among coping styles and fatigue 
in an ethnically diverse sample. Ethn Health. 2005;10(4):263-78. PMID: 16191727. 

Exclusion code: 4 

 

Nowotny N, Kolodziejek J. Demonstration of borna disease virus nucleic acid in a patient with 
chronic fatigue syndrome. J Infect Dis. 2000;181(5):1860-2. PMID: 10823802. 

Exclusion code: 9 

 

Ocon AJ, Messer ZR, Medow MS, et al. Increasing orthostatic stress impairs neurocognitive 
functioning in chronic fatigue syndrome with postural tachycardia syndrome. Clin Sci. 
2012;122(5):227-38. PMID: 21919887. 

Exclusion code: 2 

 

D-81 



 

O’Dell MW, Lubeck DP, O’Driscoll P, et al. Validity of the Karnofsky Performance Status in an 
HIV-infected sample. J Acquir Immune Defic Syndr Hum Retrovirol. 1995;10(3):350-7. PMID: 
7552497. 

Exclusion code: 2 

 

O’Dowd H. Cognitive behavioural therapy in chronic fatigue syndrome (CFS): A randomised 
controlled trial of an outpatient group programme. Current Controlled Trials. 2000 

Exclusion code: 9 

 

Ohashi K, Bleijenberg G, van der Werf S, et al. Decreased fractal correlation in diurnal physical 
activity in chronic fatigue syndrome. Methods Inf Med. 2004;43(1):26-9. PMID: 15026831. 

Exclusion code: 7 

 

Okamoto LE, Raj SR, Peltier A, et al. Neurohumoral and haemodynamic profile in postural 
tachycardia and chronic fatigue syndromes. Clin Sci. 2012;122(4):183-92. PMID: 21906029. 

Exclusion code: 2 

 

O’Keane V. The use of sertraline in non-depressed patients suffering from chronic fatigue 
syndrome (CFS). National Research Register. 1998. 

Exclusion code: 9 

 

Ortega F, Zorzanelli R. [Neuroimaging and the case of chronic fatigue syndrome]. Cien Saude 
Colet. 2011;16(4):2123-32. PMID: 21584454. 

Exclusion code: 2 

 

Ortega-Hernandez O-D, Cuccia M, Bozzini S, et al. Autoantibodies, polymorphisms in the 
serotonin pathway, and human leukocyte antigen class II alleles in chronic fatigue syndrome: are 
they associated with age at onset and specific symptoms? Ann N Y Acad Sci. 2009;1173:589-99. 
PMID: 19758204. 

Exclusion code: 2 

 

O’Sullivan SJ. Alleged link between hepatitis B vaccine and chronic fatigue syndrome. CMAJ. 
1992;147(4):399. PMID: 1386777. 

Exclusion code: 9 

 

D-82 



 

Pae C-U, Marks DM, Patkar AA, et al. Pharmacological treatment of chronic fatigue syndrome: 
focusing on the role of antidepressants. Expert Opin Pharmacother. 2009;10(10):1561-70. PMID: 
19514866. 

Exclusion code: 9 

 

Papadopoulos A, Ebrecht M, Roberts ADL, et al. Glucocorticoid receptor mediated negative 
feedback in chronic fatigue syndrome using the low dose (0.5 mg) dexamethasone suppression 
test. J Affect Disord. 2009;112(1-3):289-94. PMID: 18573538. 

Exclusion code: 8 

 

Pardaens K, Haagdorens L, Van Wambeke P, et al. How relevant are exercise capacity measures 
for evaluating treatment effects in chronic fatigue syndrome? Results from a prospective, 
multidisciplinary outcome study. Clin Rehabil. 2006;20(1):56-66. PMID: 16502751. 

Exclusion code: 8 

 

Pardini M, Guida S, Primavera A, et al. Amisulpride vs. fluoxetine treatment of chronic fatigue 
syndrome: a pilot study. Eur Neuropsychopharmacol. 2011;21(3):282-6. PMID: 21112746. 

Exclusion code: 6 

 

Patnaik M, Komaroff AL, Conley E, et al. Prevalence of IgM antibodies to human herpesvirus 6 
early antigen (p41/38) in patients with chronic fatigue syndrome.[Erratum appears in J Infect Dis 
1995 Dec;172(6):1643]. J Infect Dis. 1995;172(5):1364-7. PMID: 7594679. 

Exclusion code: 7 

 

Paul LM, Wood L, Maclaren W. The effect of exercise on gait and balance in patients with 
chronic fatigue syndrome. Gait Posture. 2001;14(1):19-27. PMID: 11378421. 

Exclusion code: 7 

 

Pennebaker JW. The psychology of physical symptoms. New York: Springer; 1982. Book. 

Exclusion code: 2 

 

Penttila IA, Harris RJ, Storm P, et al. Cytokine dysregulation in the post-Q-fever fatigue 
syndrome. QJM. 1998;91(8):549-60. PMID: 9893758. 

Exclusion code: 7 

 

D-83 



 

Pepper CM, Krupp LB, Friedberg F, et al. A comparison of neuropsychiatric characteristics in 
chronic fatigue syndrome, multiple sclerosis, and major depression. J Neuropsychiatry Clin 
Neurosci. 1993;5(2):200-5. PMID: 8508039. 

Exclusion code: 2 

 

Perrin R, Embleton K, Pentreath VW, et al. Longitudinal MRI shows no cerebral abnormality in 
chronic fatigue syndrome. Br J Radiol. 2010;83(989):419-23. PMID: 20223910. 

Exclusion code: 7 

 

Perrin RN, Edwards J, Hartley P. An evaluation of the effectiveness of osteopathic treatment on 
symptoms associated with myalgic encephalomyelitis. A preliminary report. J Med Eng Technol. 
1998;22(1):1-13. PMID: 9491353. 

Exclusion code: 2 

 

Perrins DJ. The diagnosis of postviral syndrome. J R Soc Med. 1990;83(6):413. PMID: 2380972. 

Exclusion code: 12 

 

Peterson PK, Pheley A, Schroeppel J, et al. A preliminary placebo-controlled crossover trial of 
fludrocortisone for chronic fatigue syndrome. Arch Intern Med. 1998;158(8):908-14. PMID: 
9570178. 

Exclusion code: 12 

 

Plioplys AV, Plioplys S. Amantadine and L-carnitine treatment of Chronic Fatigue Syndrome. 
Neuropsychobiology. 1997;35(1):16-23. PMID: 9018019. 

Exclusion code: 12 

 

Poole J, Herrell R, Ashton S, et al. Results of isoproterenol tilt table testing in monozygotic twins 
discordant for chronic fatigue syndrome. Arch Intern Med. 2000;160(22):3461-8. PMID: 
11112240. 

Exclusion code: 2 

 

Poppe C, Crombez G, Hanoulle I, et al. Mental quality of life in chronic fatigue is associated 
with an accommodative coping style and neuroticism: a path analysis. Qual Life Res. 
2012;21(8):1337-45. PMID: 22038396. 

Exclusion code: 8 

 

D-84 



 

Poppe C, Petrovic M, Vogelaers D, et al. Cognitive behavior therapy in patients with chronic 
fatigue syndrome: The role of illness acceptance and neuroticism. J Psychosom Res. 
2013;74(5):367-72. PMID: 23597322. 

Exclusion code: 8 

 

Porter NS, Jason LA, Boulton A, et al. Alternative medical interventions used in the treatment 
and management of myalgic encephalomyelitis/chronic fatigue syndrome and fibromyalgia. J 
Altern Complement Med. 2010;16(3):235-49. PMID: 20192908. 

Exclusion code: 14 

 

Powell DJ, Liossi C, Moss-Morris R, et al. Unstimulated cortisol secretory activity in everyday 
life and its relationship with fatigue and chronic fatigue syndrome: A systematic review and 
subset meta-analysis. Psychoneuroendocrinology Aug. 2013(Pagination):No Pagination 
Specified. PMID: 23916911. 

Exclusion code: 3 

 

Powell P, Bentall RP, Nye FJ, et al. Randomised controlled trial of patient education to 
encourage graded exercise in chronic fatigue syndrome. BMJ. 2001;322(7283):387-90. PMID: 
11179154. 

Exclusion code: 5 

 

Powell P, Bentall RP, Nye FJ, et al. Patient education to encourage graded exercise in chronic 
fatigue syndrome. 2-year follow-up of randomised controlled trial. Br J Psychiatry. 
2004;184:142-6. PMID: 14754826. 

Exclusion code: 5 

 

Price JR, Couper J. Cognitive behaviour therapy for adults with chronic fatigue syndrome. 
Cochrane Database Syst Rev. 2000(2):CD001027. PMID: 10796733. 

Exclusion code: 14 

 

Price JR, Mitchell E, Tidy E, et al. Cognitive behaviour therapy for chronic fatigue syndrome in 
adults. Cochrane Database Syst Rev. 2008(3):CD001027. PMID: 18646067. 

Exclusion code: 14 

 

Price JR, Mitchell E, Tidy E, et al. Cognitive behaviour therapy for chronic fatigue syndrome in 
adults. Cochrane Database Syst Rev. 2009(2)PMID: 18646067. 

Exclusion code: 14 

D-85 



 

 

Prins JB, Bleijenberg G, Bazelmans E, et al. Cognitive behaviour therapy for chronic fatigue 
syndrome: a multicentre randomised controlled trial. Lancet. 2001;357(9259):841-7. PMID: 
11265953. 

Exclusion code: 5 

 

Puri BK. The use of eicosapentaenoic acid in the treatment of chronic fatigue syndrome. 
Prostaglandins Leukot Essent Fatty Acids. 2004;70(4):399-401. PMID: 15041033. 

Exclusion code: 8 

 

Puri BK, Agour M, Gunatilake KDR, et al. An in vivo proton neurospectroscopy study of 
cerebral oxidative stress in myalgic encephalomyelitis (chronic fatigue syndrome). 
Prostaglandins Leukot Essent Fatty Acids. 2009;81(5-6):303-5. PMID: 19906518. 

Exclusion code: 7 

 

Puri BK, Counsell SJ, Zaman R, et al. Relative increase in choline in the occipital cortex in 
chronic fatigue syndrome. Acta Psychiatr Scand. 2002;106(3):224-6. PMID: 12197861. 

Exclusion code: 7 

 

Query M, Taylor RR. Linkages between goal attainment and quality of life for individuals with 
chronic fatigue syndrome. Occup Ther Health Care. 2005;19(4):3-22. PMID: 23927776. 

Exclusion code: 7 

 

Quinn C. A mystery no more. Nurs Stand. 2010;25(4):22-3. PMID: 21033591. 

Exclusion code: 2 

 

Racciatti D, Vecchiet J, Ceccomancini A, et al. Chronic fatigue syndrome following a toxic 
exposure. Sci Total Environ. 2001;270(1-3):27-31. PMID: 11327394. 

Exclusion code: 9 

 

Raine R, Haines A, Sensky T, et al. Systematic review of mental health interventions for patients 
with common somatic symptoms: can research evidence from secondary care be extrapolated to 
primary care? BMJ. 2002;325(7372):1082. PMID: 12424170. 

Exclusion code: 5 

 

D-86 



 

Raison CL, Lin J-MS, Reeves WC. Association of peripheral inflammatory markers with chronic 
fatigue in a population-based sample. Brain Behav Immun. 2009;23(3):327-37. PMID: 
19111923. 

Exclusion code: 2 

 

Ramsay AM, Dowsett EG, Dadswell JV, et al. Icelandic disease (benign myalgic 
encephalomyelitis or Royal Free disease). BMJ. 1977;1(6072):1350. PMID: 861618. 

Exclusion code: 13 

 

Randall DC, Cafferty FH, Shneerson JM, et al. Chronic treatment with modafinil may not be 
beneficial in patients with chronic fatigue syndrome. J Psychopharmacol. 2005;19(6):647-60. 
PMID: 16272188. 

Exclusion code: 12 

 

Ranjith G. Epidemiology of chronic fatigue syndrome. Occup Med (Oxf). 2005;55(1):13-9. 
PMID: 15699086. 

Exclusion code: 2 

 

Rao AV, Bested AC, Beaulne TM, et al. A randomized, double-blind, placebo-controlled pilot 
study of a probiotic in emotional symptoms of chronic fatigue syndrome. Gut Pathog. 
2009;1(1):6. PMID: 19338686. 

Exclusion code: 12 

 

Ravindran MK, Zheng Y, Timbol C, et al. Migraine headaches in chronic fatigue syndrome 
(CFS): comparison of two prospective cross-sectional studies. BMC Neurol. 2011;11:30. PMID: 
21375763. 

Exclusion code: 8 

 

Razumovsky AY, DeBusk K, Calkins H, et al. Cerebral and systemic hemodynamics changes 
during upright tilt in chronic fatigue syndrome. J Neuroimaging. 2003;13(1):57-67. PMID: 
12593133. 

Exclusion code: 3 

 

Rea T, Buchwald D. Hydrocortisone and chronic fatigue syndrome. Lancet. 
1999;353(9164):1618-9; author reply 9-20. PMID: 10334278. 

Exclusion code: 9 

D-87 



 

 

Reeves WC, Wagner D, Nisenbaum R, et al. Chronic fatigue syndrome--a clinically empirical 
approach to its definition and study. BMC Med. 2005;3:19. PMID: 16356178. 

Exclusion code: 2 

 

Reid S, Chalder T, Cleare A, et al. Chronic fatigue syndrome. Clin Evid. 2005(14):1366-78. 
PMID: 16620458. 

Exclusion code: 2 

 

Reuter SE, Evans AM. Long-chain acylcarnitine deficiency in patients with chronic fatigue 
syndrome. Potential involvement of altered carnitine palmitoyltransferase-I activity. J Intern 
Med. 2011;270(1):76-84. PMID: 21205027. 

Exclusion code: 8 

 

Reviews NHSCf, Dissemination. The effectiveness of interventions used in the 
treatment/management of chronic fatigue syndrome and/or myalgic encephalomyelitis in adults 
and children (Structured abstract). Health Technology Assessment Database. 2013(3). 

Exclusion code: 9 

 

Reviews NHSCf, Dissemination. Interventions for the management of CFS/ME (Structured 
abstract). Health Technology Assessment Database. 2013(3). 

Exclusion code: 9 

 

Reyes M, Dobbins JG, Nisenbaum R, et al. Chronic Fatigue Syndrome Progression and Self-
Defined Recovery: Evidence from the CDC Surveilance System. J Chronic Fatigue Syndr. 
1999;5(1). 

Exclusion code: 14 

 

Reynolds GK, Lewis DP, Richardson AM, et al. Comorbidity of postural orthostatic tachycardia 
syndrome and chronic fatigue syndrome in an Australian cohort. J Intern Med. 2014;275(4):409-
17. PMID: 24206536. 

Exclusion code: 6 

 

Ridsdale L, Darbishire L, Seed PT. Is graded exercise better than cognitive behaviour therapy for 
fatigue? A UK randomized trial in primary care. Psychol Med. 2004;34(1):37-49. PMID: 
14971625. 

D-88 



 

Exclusion code: 5 

 

Ridsdale L, Godfrey E, Chalder T, et al. Chronic fatigue in general practice: is counselling as 
good as cognitive behaviour therapy? A UK randomised trial. Br J Gen Pract. 2001;51(462):19-
24. PMID: 11271868. 

Exclusion code: 5 

 

Ridsdale L, Hurley M, King M, et al. The effect of counselling, graded exercise and usual care 
for people with chronic fatigue in primary care: a randomized trial. Psychol Med. 
2012;42(10):2217-24. PMID: 22370004. 

Exclusion code: 5 

 

Rimes KA, Wingrove J. Mindfulness-based cognitive therapy for people with chronic fatigue 
syndrome still experiencing excessive fatigue after cognitive behaviour therapy: a pilot 
randomized study. Clin Psychol Psychother. 2013;20(2):107-17. PMID: 21983916. 

Exclusion code: 12 

 

Roberts ADL, Charler ML, Papadopoulos A, et al. Does hypocortisolism predict a poor response 
to cognitive behavioural therapy in chronic fatigue syndrome? Psychol Med. 2010;40(3):515-22. 
PMID: 19607750. 

Exclusion code: 8 

 

Roberts ADL, Papadopoulos AS, Wessely S, et al. Salivary cortisol output before and after 
cognitive behavioural therapy for chronic fatigue syndrome. J Affect Disord. 2009;115(1-2):280-
6. PMID: 18937978. 

Exclusion code: 8 

 

Roberts ADL, Wessely S, Chalder T, et al. Salivary cortisol response to awakening in chronic 
fatigue syndrome. Br J Psychiatry. 2004;184:136-41. PMID: 14754825. 

Exclusion code: 7 

 

Robertson MJ, Schacterle RS, Mackin GA, et al. Lymphocyte subset differences in patients with 
chronic fatigue syndrome, multiple sclerosis and major depression. Clin Exp Immunol. 
2005;141(2):326-32. PMID: 15996197. 

Exclusion code: 7 

 

D-89 



 

Ross SD, Estok RP, Frame D, et al. Disability and chronic fatigue syndrome: a focus on 
function. Arch Intern Med. 2004;164(10):1098-107. PMID: 15159267. 

Exclusion code: 2 

 

Ross SD, Levine C, Ganz N, et al. Systematic review of the current literature related to disability 
and chronic fatigue syndrome. Evid Rep Technol Assess (Summ). 2002(66):1-3. PMID: 
12647509. 

Exclusion code: 2 

 

Ross SD, Levine C, Ganz N, et al. Systematic review of the current literature related to disability 
and chronic fatigue syndrome (Structured abstract). Health Technology Assessment Database. 
2013(3)PMID: 12647509. 

Exclusion code: 2 

 

Rouleau G, Ceppi U, Hjelholt Pedersen V, et al. Chronic fatigue syndrome: state of the evidence 
and assessment of intervention modalities in Quebec (Structured abstract). Health Technology 
Assessment Database. 2013(3). 

Exclusion code: 9 

 

Rowe PC, Calkins H, DeBusk K, et al. Fludrocortisone acetate to treat neurally mediated 
hypotension in chronic fatigue syndrome: a randomized controlled trial. JAMA. 2001;285(1):52-
9. PMID: 11150109. 

Exclusion code: 12 

 

Rowe PC, Lucas KE. Orthostatic intolerance in chronic fatigue syndrome. Am J Med. 
2007;120(3):e13. PMID: 17349421. 

Exclusion code: 9 

 

Roy-Byrne P, Afari N, Ashton S, et al. Chronic fatigue and anxiety/depression: a twin study. Br J 
Psychiatry. 2002;180:29-34. PMID: 11772848. 

Exclusion code: 3 

 

Russell V, Atkinson C, Lewin B, et al. A group rehabilitation approach to chronic fatigue 
syndrome. 29th Annual Conference of the British Association for Behavioural and Cognitive 
Psychotherapies. 2001 

Exclusion code: 9 

D-90 



 

 

Russo J, Katon W, Clark M, et al. Longitudinal changes associated with improvement in chronic 
fatigue patients. J Psychosom Res. 1998;45(1):67-76. PMID: 9720856. 

Exclusion code: 5 

 

Sabath DE, Barcy S, Koelle DM, et al. Cellular immunity in monozygotic twins discordant for 
chronic fatigue syndrome. J Infect Dis. 2002;185(6):828-32. PMID: 11920301. 

Exclusion code: 3 

 

Sabes-Figuera R, McCrone P, Hurley M, et al. Cost-effectiveness of counselling, graded-exercise 
and usual care for chronic fatigue: evidence from a randomised trial in primary care. BMC 
Health Serv Res. 2012;12:264. PMID: 22906319. 

Exclusion code: 7 

 

Sacco P, Hope PA, Thickbroom GW, et al. Corticomotor excitability and perception of effort 
during sustained exercise in the chronic fatigue syndrome. Clin Neurophysiol. 
1999;110(11):1883-91. PMID: 10576483. 

Exclusion code: 7 

 

Sadlier M, Evans JR, Phillips C, et al. A preliminary study into the effectiveness of multi-
convergent therapy in the treatment of heterogeneous patients with chronic fatigue syndrome. J 
Chronic Fatigue Syndr. 2000;7(1):93-101.  

Exclusion code: 8 

 

Saez-Francas N, Alegre J, Calvo N, et al. Attention-deficit hyperactivity disorder in chronic 
fatigue syndrome patients. Psychiatry Res. 2012;200(2-3):748-53. PMID: 22648008. 

Exclusion code: 7 

 

Saggini R, Pizzigallo E, Vecchiet J, et al. Alteration of spatial-temporal parameters of gait in 
Chronic Fatigue Syndrome patients. J Neurol Sci. 1998;154(1):18-25. PMID: 9543318. 

Exclusion code: 8 

 

Saggini R, Vecchiet J, Iezzi S, et al. Submaximal aerobic exercise with mechanical vibrations 
improves the functional status of patients with chronic fatigue syndrome. Eur. 2006;42(2):97-
102. PMID: 16767057. 

Exclusion code: 8 

D-91 



 

 

Saiki T, Kawai T, Morita K, et al. Identification of marker genes for differential diagnosis of 
chronic fatigue syndrome. Mol Med. 2008;14(9-10):599-607. PMID: 18596870. 

Exclusion code: 2 

 

Sakudo A, Kuratsune H, Kobayashi T, et al. Spectroscopic diagnosis of chronic fatigue 
syndrome by visible and near-infrared spectroscopy in serum samples. Biochem Biophys Res 
Commun. 2006;345(4):1513-6. PMID: 16730652. 

Exclusion code: 3 

 

Salyers MP, Bosworth HB, Swanson JW, et al. Reliability and validity of the SF-12 health 
survey among people with severe mental illness. Med Care. 2000;38(11):1141-50. PMID: 
11078054. 

Exclusion code: 2 

 

Santaella ML, Font I, Disdier OM. Comparison of oral nicotinamide adenine dinucleotide 
(NADH) versus conventional therapy for chronic fatigue syndrome. P R Health Sci J. 
2004;23(2):89-93. PMID: 15377055. 

Exclusion code: 7 

 

Sathyapalan T, Beckett S, Rigby AS, et al. High cocoa polyphenol rich chocolate may reduce the 
burden of the symptoms in chronic fatigue syndrome. Nutr J. 2010;9:55. PMID: 21092175. 

Exclusion code: 12 

 

Saxty M, Hansen Z. Group Cognitive Behavioural Therapy for Chronic Fatigue Syndrome: A 
Pilot Study. Behav Cogn Psychother. 2005;33(3):311-8.  

Exclusion code: 8 

 

Scadding JG. Diagnosis: the clinician and the computer. Lancet. 1967;2(7521):877-82. PMID: 
4168324. 

Exclusion code: 2 

 

Scheeres K, Wensing M, Bleijenberg G, et al. Implementing cognitive behavior therapy for 
chronic fatigue syndrome in mental health care: a costs and outcomes analysis. BMC Health 
Serv Res. 2008;8:175. PMID: 18700975. 

Exclusion code: 8 

D-92 



 

 

Schikler KN. Potential polygenic influences on chronic fatigue syndrome. Pediatrics. 
2006;118(4):1799-800; author reply 800. PMID: 17015580. 

Exclusion code: 9 

 

Schillings ML, Kalkman JS, van der Werf SP, et al. Diminished central activation during 
maximal voluntary contraction in chronic fatigue syndrome. Clin Neurophysiol. 
2004;115(11):2518-24. PMID: 15465441. 

Exclusion code: 7 

 

Schmaling KB, DiClementi JD, Cullum CM, et al. Cognitive functioning in chronic fatigue 
syndrome and depression: a preliminary comparison. Psychosom Med. 1994;56(5):383-8. PMID: 
7809336. 

Exclusion code: 3 

 

Schmaling KB, Fiedelak JI, Bader J, et al. A longitudinal study of physical activity and body 
mass index among persons with unexplained chronic fatigue. J Psychosom Res. 2005;58(4):375-
81. PMID: 15992573. 

Exclusion code: 2 

 

Schmaling KB, Fiedelak JI, Katon WJ, et al. Prospective study of the prognosis of unexplained 
chronic fatigue in a clinic-based cohort. Psychosom Med. 2003;65(6):1047-54. PMID: 
14645784. 

Exclusion code: 2 

 

Schmaling KB, Smith WR, Buchwald DS. Significant other responses are associated with fatigue 
and functional status among patients with chronic fatigue syndrome. Psychosom Med. 
2000;62(3):444-50. PMID: 10845358. 

Exclusion code: 8 

 

Schmidley JW, Hines J. Folate and chronic fatigue syndrome. Neurology. 1994;44(11):2214-5. 
PMID: 7969997. 

Exclusion code: 9 

 

Schmitz N, Hartkamp N, Kiuse J, et al. The Symptom Check-List-90-R (SCL-90-R): a German 
validation study. Qual Life Res. 2000;9(2):185-93. PMID: 10983482. 

D-93 



 

Exclusion code: 2 

 

Schondorf R, Benoit J, Wein T, et al. Orthostatic intolerance in the chronic fatigue syndrome. J 
Auton Nerv Syst. 1999;75(2-3):192-201. PMID: 10189122. 

Exclusion code: 3 

 

Schreurs KMG, Veehof MM, Passade L, et al. Cognitive behavioural treatment for chronic 
fatigue syndrome in a rehabilitation setting: effectiveness and predictors of outcome. Behav Res 
Ther. 2011;49(12):908-13. PMID: 21982345. 

Exclusion code: 8 

 

Schrezenmaier C, Gehrking JA, Hines SM, et al. Evaluation of orthostatic hypotension: 
relationship of a new self-report instrument to laboratory-based measures. Mayo Clin Proc. 
2005;80(3):330-4. PMID: 15757013. 

Exclusion code: 2 

 

Schrijvers D, Van Den Eede F, Maas Y, et al. Psychomotor functioning in chronic fatigue 
syndrome and major depressive disorder: a comparative study. J Affect Disord. 2009;115(1-
2):46-53. PMID: 18817977. 

Exclusion code: 3 

 

Scott LV, Burnett F, Medbak S, et al. Naloxone-mediated activation of the hypothalamic-
pituitary-adrenal axis in chronic fatigue syndrome. Psychol Med. 1998;28(2):285-93. PMID: 
9572086. 

Exclusion code: 2 

 

Scott LV, Medbak S, Dinan TG. Blunted adrenocorticotropin and cortisol responses to 
corticotropin-releasing hormone stimulation in chronic fatigue syndrome. Acta Psychiatr Scand. 
1998;97(6):450-7. PMID: 9669518. 

Exclusion code: 7 

 

Scott LV, Svec F, Dinan T. A preliminary study of dehydroepiandrosterone response to low-dose 
ACTH in chronic fatigue syndrome and in healthy subjects. Psychiatry Res. 2000;97(1):21-8. 
PMID: 11104854. 

Exclusion code: 7 

 

D-94 



 

 

Scroop GC, Burnet RB. To exercise or not to exercise in chronic fatigue syndrome? Med J Aust. 
2004;181(10):578-9; author reply 9-80. PMID: 15540976. 

Exclusion code: 12 

 

See DM, Broumand N, Sahl L, et al. In vitro effects of echinacea and ginseng on natural killer 
and antibody-dependent cell cytotoxicity in healthy subjects and chronic fatigue syndrome or 
acquired immunodeficiency syndrome patients. Immunopharmacology. 1997;35(3):229-35. 
PMID: 9043936. 

Exclusion code: 8 

 

See DM, Tilles JG. alpha-Interferon treatment of patients with chronic fatigue syndrome. 
Immunol Invest. 1996;25(1-2):153-64. PMID: 8675231. 

Exclusion code: 8 

 

Selden SM, Cameron AS. Changing epidemiology of Ross River virus disease in South 
Australia. Med J Aust. 1996;165(6):313-7. PMID: 8862330. 

Exclusion code: 8 

 

Sendrowski DP, Buker EA, Gee SS. An investigation of sympathetic hypersensitivity in chronic 
fatigue syndrome. Optom Vis Sci. 1997;74(8):660-3. PMID: 9323737. 

Exclusion code: 8 

 

Severens JL, Prins JB, van der Wilt GJ, et al. Cost-effectiveness of cognitive behaviour therapy 
for patients with chronic fatigue syndrome. QJM. 2004;97(3):153-61. PMID: 14976272. 

Exclusion code: 7 

 

Shanks MF, Ho-Yen DO. A clinical study of chronic fatigue syndrome. Br J Psychiatry. 
1995;166(6):798-801. PMID: 7663831. 

Exclusion code: 8 

 

Sharma A, Kendall MJ, Oyebode F, et al. Fluoxetine and chronic fatigue syndrome. Lancet. 
1996;347(9017):1770-1; author reply 1-2. PMID: 8656935. 

Exclusion code: 9 

 

D-95 



 

Sharma A, Oyebode F, Kendall MJ, et al. Recovery from chronic fatigue syndrome associated 
with changes in neuroendocrine function. J R Soc Med. 2001;94(1):26-7. PMID: 11220065. 

Exclusion code: 9 

 

Sharpe M. Non-pharmacological approaches to treatment. Ciba Found Symp. 1993;173:298-308; 
discussion -17. PMID: 8491104. 

Exclusion code: 9 

 

Sharpe MC, Archard LC, Banatvala JE, et al. A report--chronic fatigue syndrome: guidelines for 
research. J R Soc Med. 1991;84(2):118-21. PMID: 1999813. 

Exclusion code: 2 

 

Shea BJ, Hamel C, Wells GA, et al. AMSTAR is a reliable and valid measurement tool to assess 
the methodological quality of systematic reviews. J Clin Epidemiol. 2009;62(10):1013-20. 
PMID: 19230606. 

Exclusion code: 2 

 

Shepherd C. Intravenous immunoglobulin and myalgic encephalomyelitis. BMJ. 
1991;303(6804):716. PMID: 1912925. 

Exclusion code: 9 

 

Shepherd C, Macintyre A. Graded exercise in chronic fatigue syndrome. Patients should have 
initial period of rest before gradual increase in activity.[Erratum appears in BMJ 1997 Nov 
1;315(7116):1165]. BMJ. 1997;315(7113):947; author reply 8. PMID: 9361549. 

Exclusion code: 9 

 

Sheridan A. Raw data for 6mwt, Freedom of Information request to Queen Mary, University of 
London.  

Exclusion code: 9 

 

Shin H-Y, An N-H, Cha Y-J, et al. Effect of Kuibitang on lipopolysaccharide-induced cytokine 
production in peripheral blood mononuclear cells of chronic fatigue syndrome patients. J 
Ethnopharmacol. 2004;90(2-3):253-9. PMID: 15013189. 

Exclusion code: 7 

 

D-96 



 

Shinohara M. The PACE trial in chronic fatigue syndrome.[Erratum appears in Lancet. 2011 Jul 
16;378(9787):228]. Lancet. 2011;377(9780):1833-4; author reply 4-5. PMID: 21592561. 

Exclusion code: 9 

 

Shishioh-Ikejima N, Ogawa T, Yamaguti K, et al. The increase of alpha-melanocyte-stimulating 
hormone in the plasma of chronic fatigue syndrome patients. BMC Neurol. 2010;10:73. PMID: 
20731841. 

Exclusion code: 2 

 

Siegel SD, Antoni MH, Fletcher MA, et al. Impaired natural immunity, cognitive dysfunction, 
and physical symptoms in patients with chronic fatigue syndrome: preliminary evidence for a 
subgroup? J Psychosom Res. 2006;60(6):559-66. PMID: 16731230. 

Exclusion code: 2 

 

Siemionow V, Fang Y, Calabrese L, et al. Altered central nervous system signal during motor 
performance in chronic fatigue syndrome. Clin Neurophysiol. 2004;115(10):2372-81. PMID: 
15351380. 

Exclusion code: 2 

 

Siessmeier T, Nix WA, Hardt J, et al. Observer independent analysis of cerebral glucose 
metabolism in patients with chronic fatigue syndrome. J Neurol Neurosurg Psychiatry. 
2003;74(7):922-8. PMID: 12810781. 

Exclusion code: 8 

 

Simpson LO. Are ME and chronic fatigue syndrome the same disease? N Z Med J. 
1990;103(892):305. PMID: 2367004. 

Exclusion code: 9 

 

Simpson LO. ME versus CFS. N Z Med J. 1999;112(1083):82. PMID: 10210311. 

Exclusion code: 9 

 

Simpson LO. Myalgic encephalomyelitis and chronic fatigue syndrome. N Z Med J. 
1995;108(993):44-5. PMID: 7891941. 

Exclusion code: 9 

 

D-97 



 

Simpson LO. Nondiscocytic erythrocytes in myalgic encephalomyelitis. N Z Med J. 
1989;102(864):126-7. PMID: 2927808. 

Exclusion code: 2 

 

Sirois DA, Natelson B. Clinicopathological findings consistent with primary Sjogren’s syndrome 
in a subset of patients diagnosed with chronic fatigue syndrome: preliminary observations. J 
Rheumatol. 2001;28(1):126-31. PMID: 11196514. 

Exclusion code: 2 

 

Sisto SA, LaManca J, Cordero DL, et al. Metabolic and cardiovascular effects of a progressive 
exercise test in patients with chronic fatigue syndrome. Am J Med. 1996;100(6):634-40. PMID: 
8678084. 

Exclusion code: 8 

 

Sisto SA, Tapp WN, LaManca JJ, et al. Physical activity before and after exercise in women with 
chronic fatigue syndrome. QJM. 1998;91(7):465-73. PMID: 9797929. 

Exclusion code: 3 

 

Skapinakis P, Lewis G, Mavreas V. Temporal relations between unexplained fatigue and 
depression: longitudinal data from an international study in primary care. Psychosom Med. 
2004;66(3):330-5. PMID: 15184691. 

Exclusion code: 5 

 

Skapinakis P, Lewis G, Mavreas V. Unexplained fatigue syndromes in a multinational primary 
care sample: specificity of definition and prevalence and distinctiveness from depression and 
generalized anxiety. Am J Psychiatry. 2003;160(4):785-7. PMID: 12668371. 

Exclusion code: 2 

 

Skapinakis P, Lewis G, Meltzer H. Clarifying the relationship between unexplained chronic 
fatigue and psychiatric morbidity: results from a community survey in Great Britain. Am J 
Psychiatry. 2000;157(9):1492-8. PMID: 10964867. 

Exclusion code: 5 

 

Skowera A, Cleare A, Blair D, et al. High levels of type 2 cytokine-producing cells in chronic 
fatigue syndrome. Clin Exp Immunol. 2004;135(2):294-302. PMID: 14738459. 

Exclusion code: 2 

D-98 



 

 

Skowera A, Stewart E, Davis ET, et al. Antinuclear autoantibodies (ANA) in Gulf War-related 
illness and chronic fatigue syndrome (CFS) patients. Clin Exp Immunol. 2002;129(2):354-8. 
PMID: 12165094. 

Exclusion code: 2 

 

Smets EM, Garssen B, Bonke B, et al. The Multidimensional Fatigue Inventory (MFI) 
psychometric qualities of an instrument to assess fatigue. J Psychosom Res. 1995;39(3):315-25. 
PMID: 7636775. 

Exclusion code: 2 

 

Smirnova IV, Pall ML. Elevated levels of protein carbonyls in sera of chronic fatigue syndrome 
patients. Mol Cell Biochem. 2003;248(1-2):93-5. PMID: 12870659. 

Exclusion code: 2 

 

Smith AK, Fang H, Whistler T, et al. Convergent genomic studies identify association of GRIK2 
and NPAS2 with chronic fatigue syndrome. Neuropsychobiology. 2011;64(4):183-94. PMID: 
21912186. 

Exclusion code: 2 

 

Smith AK, Maloney EM, Falkenberg VR, et al. An angiotensin-1 converting enzyme 
polymorphism is associated with allostatic load mediated by C-reactive protein, interleukin-6 and 
cortisol. Psychoneuroendocrinology. 2009;34(4):597-606. PMID: 19081678. 

Exclusion code: 7 

 

Smith C, Wessely S. Unity of opposites? Chronic fatigue syndrome and the challenge of 
divergent perspectives in guideline development. J Neurol Neurosurg Psychiatry. 
2014;85(2):214-9. PMID: 23160704. 

Exclusion code: 9 

 

Smith MEB, Nelson N, Haney E, et al. Diagnosis and treatment of myalgic 
encephalomyelitis/chronic fatigue syndrome (ME/CFS). PROSPERO 2014:CRD42014009779 
2014. Available at: 
http://www.crd.york.ac.uk/PROSPERO/display_record.asp?ID=CRD42014009779. Accessed 
July 3, 2014.  

Exclusion code: 2 

 

D-99 



 

Smith S, Sullivan K. Examining the influence of biological and psychological factors on 
cognitive performance in chronic fatigue syndrome: a randomized, double-blind, placebo-
controlled, crossover study. Int J Behav Med. 2003;10(2):162-73. PMID: 12763708. 

Exclusion code: 6 

 

Smith WR, Strachan ED, Buchwald D. Coping, self-efficacy and psychiatric history in patients 
with both chronic widespread pain and chronic fatigue. Gen Hosp Psychiatry. 2009;31(4):347-
52. PMID: 19555795. 

Exclusion code: 8 

 

Smits M, van Rooy R, Nagtegaal J. Influence of melatonin on quality of life in patients with 
chronic fatigue and late melatonin onset. J Chronic Fatigue Syndr. 2002;10(3-4):25-36.  

Exclusion code: 8 

 

Snell CR, Stevens SR, Davenport TE, et al. Discriminative validity of metabolic and workload 
measurements for identifying people with chronic fatigue syndrome. Phys Ther. 
2013;93(11):1484-92. PMID: 23813081. 

Exclusion code: 2 

 

Snorrason E, Geirsson A, Stefansson K. Trial of a selective acetylcholinesterase inhibitor, 
galanthamine hydrobromide, in the treatment of chronic fatigue syndrome. J Chronic Fatigue 
Syndr. 1996;2(2-3):35-54.  

Exclusion code: 12 

 

Soderberg S, Evengard B. Short-term group therapy for patients with chronic fatigue syndrome. 
Psychother Psychosom. 2001;70(2):108-11. PMID: 11244392. 

Exclusion code: 12 

 

Solomon L, Reeves WC. Factors influencing the diagnosis of chronic fatigue syndrome. Arch 
Intern Med. 2004;164(20):2241-5. PMID: 15534161. 

Exclusion code: 4 

 

Song S, Jason LA. A population-based study of chronic fatigue syndrome (CFS) experienced in 
differing patient groups: An effort to replicate Vercoulen et al.’s model of CFS. J Ment Health. 
2005;14(3):277-89.  

Exclusion code: 2 

D-100 



 

 

Sorensen B, Streib JE, Strand M, et al. Complement activation in a model of chronic fatigue 
syndrome. J Allergy Clin Immunol. 2003;112(2):397-403. PMID: 12897748. 

Exclusion code: 8 

 

Spath M, Welzel D, Farber L. Treatment of chronic fatigue syndrome with 5-HT3 receptor 
antagonists--preliminary results. Scand J Rheumatol Suppl. 2000;113:72-7. PMID: 11028837. 

Exclusion code: 12 

 

Spence VA, Kennedy G, Belch JJF, et al. Low-grade inflammation and arterial wave reflection 
in patients with chronic fatigue syndrome. Clin Sci. 2008;114(8):561-6. PMID: 18031285. 

Exclusion code: 7 

 

Spence VA, Khan F, Belch JJ. Enhanced sensitivity of the peripheral cholinergic vascular 
response in patients with chronic fatigue syndrome. Am J Med. 2000;108(9):736-9. PMID: 
10924652. 

Exclusion code: 8 

 

Springer RE, Wray BB, Latham JE. A double blind, placebo controlled study of intravenous 
gammaglobulin (GG) in the treatment of chronic fatigue syndrome (CFS). Ann Allergy. 
1992;68(76) 

Exclusion code: 9 

 

Spruit MA, Gosselink R, Decramer M. High heart rates at anaerobic threshold in healthy women. 
Arch Intern Med. 2003;163(17):2101; author reply PMID: 14504127. 

Exclusion code: 9 

 

Stanley PJ. Chronic fatigue syndrome: A controlled trial of the efficacy of homeopathic 
treatment. National Research Register. 2001. 

Exclusion code: 9 

 

Starr A, Scalise A, Gordon R, et al. Motor cortex excitability in chronic fatigue syndrome. Clin 
Neurophysiol. 2000;111(11):2025-31. PMID: 11068238. 

Exclusion code: 2 

 

D-101 



 

Steer RG. Echovirus 16 orchitis and postviral fatigue syndrome. Med J Aust. 1992;156(11):816. 
PMID: 1630365. 

Exclusion code: 9 

 

Steinau M, Unger ER, Vernon SD, et al. Differential-display PCR of peripheral blood for 
biomarker discovery in chronic fatigue syndrome. J Mol Med. 2004;82(11):750-5. PMID: 
15490094. 

Exclusion code: 2 

 

Steinberg P, McNutt BE, Marshall P, et al. Double-blind placebo-controlled study of the efficacy 
of oral terfenadine in the treatment of chronic fatigue syndrome. J Allergy Clin Immunol. 
1996;97(1 Pt 1):119-26. PMID: 8568124. 

Exclusion code: 12 

 

Steinberg P, Pheley A, Peterson PK. Influence of immediate hypersensitivity skin reactions on 
delayed reactions in patients with chronic fatigue syndrome. J Allergy Clin Immunol. 1996;98(6 
Pt 1):1126-8. PMID: 8977518. 

Exclusion code: 7 

 

Stewart AL, Greenfield S, Hays RD, et al. Functional status and well-being of patients with 
chronic conditions. Results from the Medical Outcomes Study. JAMA. 1989;262(7):907-13. 
PMID: 2754790. 

Exclusion code: 2 

 

Stewart AL, Hays RD, Ware JE, Jr. The MOS short-form general health survey. Reliability and 
validity in a patient population. Med Care. 1988;26(7):724-35. PMID: 3393032. 

Exclusion code: 2 

 

Stewart JM. Chronic fatigue syndrome: comments on deconditioning, blood volume and 
resulting cardiac function. Clin Sci. 2010;118(2):121-3. PMID: 19534728. 

Exclusion code: 2 

 

Stewart JM, Gewitz MH, Weldon A, et al. Patterns of orthostatic intolerance: the orthostatic 
tachycardia syndrome and adolescent chronic fatigue. J Pediatr. 1999;135(2 Pt 1):218-25. PMID: 
10431117. 

Exclusion code: 3 

D-102 



 

 

Stewart JM, Medow MS, Messer ZR, et al. Postural neurocognitive and neuronal activated 
cerebral blood flow deficits in young chronic fatigue syndrome patients with postural tachycardia 
syndrome. Am J Physiol Heart Circ Physiol. 2012;302(5):H1185-94. PMID: 22180650. 

Exclusion code: 3 

 

Stouch BC, Strayer D, Carter W. Cardiac toxicity in Chronic Fatigue Syndrome: results from a 
randomized 40-week multicenter double-blind placebo control trial of rintatolimod. J Appl Res. 
2010;10(3):80-7.  

Exclusion code: 7 

 

Stouten B. Chronic fatigue syndrome: a clinical and laboratory study with a well-matched 
control group. J Intern Med. 2004;256(3):265-7; author reply 8-9. PMID: 15324374. 

Exclusion code: 8 

 

Strahler J, Fischer S, Nater UM, et al. Norepinephrine and epinephrine responses to 
physiological and pharmacological stimulation in chronic fatigue syndrome. Biol Psychol. 
2013;94(1):160-6. PMID: 23770415. 

Exclusion code: 2 

 

Strang JM. Treatment of chronic fatigue syndrome: A cognitive-behavioral approach to enhance 
personal mastery. Dissertation Abstracts International. 2002;63(5-A):1728.  

Exclusion code: 12 

 

Straus SE, Dale JK, Peter JB, et al. Circulating lymphokine levels in the chronic fatigue 
syndrome. J Infect Dis. 1989;160(6):1085-6. PMID: 2584758. 

Exclusion code: 2 

Straus SE, Dale JK, Tobi M, et al. Acyclovir treatment of the chronic fatigue syndrome. Lack of 
efficacy in a placebo-controlled trial. N Engl J Med. 1988;319(26):1692-8. PMID: 2849717. 

Exclusion code: 12 

 

Straus SE, Fritz S, Dale JK, et al. Lymphocyte phenotype and function in the chronic fatigue 
syndrome. J Clin Immunol. 1993;13(1):30-40. PMID: 8095270. 

Exclusion code: 2 

 

D-103 



 

Straus SE, McKenzie R, Demitrack MA. “Low-dose hydrocortisone for treatment of chronic 
fatigue syndrome: A randomized controlled trial”: Reply. JAMA. 1999;281(20):1888-9.  

Exclusion code: 9 

 

Streeten DH, Bell DS. Long- and short-term blood pressure and RR-interval variability and 
psychosomatic distress in chronic fatigue syndrome. Clin Sci. 1999;97(3):319-22. PMID: 
10576962. 

Exclusion code: 9 

 

Stubhaug B, Lie SA, Ursin H, et al. Cognitive-behavioural therapy v. mirtazapine for chronic 
fatigue and neurasthenia: randomised placebo-controlled trial. Br J Psychiatry. 2008;192(3):217-
23. PMID: 18310583. 

Exclusion code: 5 

 

Subira ML, Castilla A, Civeira MP, et al. Deficient display of CD3 on lymphocytes of patients 
with chronic fatigue syndrome. J Infect Dis. 1989;160(1):165-6. PMID: 2525153. 

Exclusion code: 2 

 

Suhadolnik RJ, Peterson DL, Reichenbach NL, et al. Clinical and Biochemical Characteristics 
Differentiating Chronic Fatigue Syndrome from Major Depression and Healthy Control 
Populations: Relation to Dysfunction in the RNase L Pathway. J Chronic Fatigue Syndr. 
2004;12(1):5-35.  

Exclusion code: 2 

 

Suhadolnik RJ, Reichenbach NL, Hitzges P, et al. Changes in the 2-5A synthetase/RNase L 
antiviral pathway in a controlled clinical trial with poly(I)-poly(C12U) in chronic fatigue 
syndrome. In Vivo. 1994;8(4):599-604. PMID: 7893988. 

Exclusion code: 2 

 

Suhadolnik RJ, Reichenbach NL, Hitzges PM, et al. RNA drug therapy acting via the 2-5A 
synthetase/RNase L pathway. Ann N Y Acad Sci. 1993;685:756-7. PMID: 8363281. 

Exclusion code: 9 

 

Sullivan PF, Allander T, Lysholm F, et al. An unbiased metagenomic search for infectious agents 
using monozygotic twins discordant for chronic fatigue. BMC Microbiol. 2011;11:2. PMID: 
21194495. 

Exclusion code: 2 

D-104 



 

 

Sullivan PF, Evengard B, Jacks A, et al. Twin analyses of chronic fatigue in a Swedish national 
sample. Psychol Med. 2005;35(9):1327-36. PMID: 16168155. 

Exclusion code: 2 

 

Sullivan PF, Kovalenko P, York TP, et al. Fatigue in a community sample of twins. Psychol 
Med. 2003;33(2):263-81. PMID: 12622305. 

Exclusion code: 5 

 

Sundbom E, Henningsson M, Holm U, et al. Possible influence of defenses and negative life 
events on patients with chronic fatigue syndrome: a pilot study. Psychol Rep. 2002;91(3 Pt 
1):963-78. PMID: 12530752. 

Exclusion code: 2 

 

Surawy C, Roberts J, Silver A. The effect of mindfulness training on mood and measures of 
fatigue, activity, and quality of life in patients with chronic fatigue syndrome on a hospital 
waiting list: A series of exploratory studies. Behav Cogn Psychother. 2005;33(1):103-9.  

Exclusion code: 12 

 

Swanink CM, Vercoulen JH, Bleijenberg G, et al. Chronic fatigue syndrome: a clinical and 
laboratory study with a well matched control group. J Intern Med. 1995;237(5):499-506. PMID: 
7738491. 

Exclusion code: 2 

 

Swanink CM, Vercoulen JH, Galama JM, et al. Lymphocyte subsets, apoptosis, and cytokines in 
patients with chronic fatigue syndrome. J Infect Dis. 1996;173(2):460-3. PMID: 8568312. 

Exclusion code: 2 

 

Taylor RR. Rehabilitation Programs for Individuals with Chronic Fatigue Syndrome: A Review. 
J Chronic Fatigue Syndr. 2006;13(1):41-55.  

Exclusion code: 14 

 

Taylor RR, Jason LA, Kennedy CL, et al. Effect of physician-recommended treatment on mental 
health practitioners’ attributions for chronic fatigue syndrome. Rehabil Psychol. 2001;46(2):165-
77.  

Exclusion code: 7 

D-105 



 

 

Taylor RR, Jason LA, Torres A. Fatigue rating scales: an empirical comparison. Psychol Med. 
2000;30(4):849-56. PMID: 11037093. 

Exclusion code: 2 

 

Taylor RR, Kielhofner GW. Work-related impairment and employment-focused rehabilitation 
options for individuals with chronic fatigue syndrome: A review. J Ment Health. 2005;14(3):253-
67.  

Exclusion code: 2 

 

Teitelbaum J. Highly effective treatment of fibromyalgia and chronic fatigue syndrome - results 
of a placebo controlled study and how to apply the protocol. Townsend Letter. 2002;231:48-53.  

Exclusion code: 5 

 

Teitelbaum JE, Bird B, Greenfield RM, et al. Effective treatment of chronic fatigue syndrome 
and fibromyalgia - A randomized, double-blind, placebo-controlled, intent-to-treat study. J 
Chronic Fatigue Syndr. 2001;8(2):3-28.  

Exclusion code: 5 

 

Teitelbaum JE, Bird B, Weiss A, et al. Low-dose hydrocortisone for chronic fatigue syndrome. 
JAMA. 1999;281(20):1887-8; author reply 8-9. PMID: 10349885. 

Exclusion code: 9 

 

The GKH, Bleijenberg G, Buitelaar JK, et al. The effect of ondansetron, a 5-HT3 receptor 
antagonist, in chronic fatigue syndrome: a randomized controlled trial. J Clin Psychiatry. 
2010;71(5):528-33. PMID: 20122367. 

Exclusion code: 12 

 

The Norwegian Knowledge Centre for the Health S. A review of the scientific literature for 
diagnosis and treatment of chronic fatigue syndrome/ myalgic encephalopathy (CFS/ME) 
(Structured abstract). Health Technology Assessment Database. 2013(3). 

Exclusion code: 9 

 

Theoharides TC, Papaliodis D, Tagen M, et al. Chronic fatigue syndrome, mast cells, and 
tricyclic antidepressants. J Clin Psychopharmacol. 2005;25(6):515-20. PMID: 16282830. 

Exclusion code: 9 

D-106 



 

Thomas M, Sadlier M, Smith A. The effect of Multi Convergent Therapy on the 
psychopathology, mood and performance of Chronic Fatigue Syndrome patients: A preliminary 
study. Counselling and Psychotherapy Research. 2006;6(2):91-9.  

Exclusion code: 12 

 

Thomas M, Smith A. An evaluation of counselling and rehabilitation courses for Chronic Fatigue 
Syndrome. Counselling & Psychotherapy Research. 2007;7(3):164-71.  

Exclusion code: 8 

 

Thomas MA, Sadlier MJ, Smith AP. A multiconvergent approach to the rehabilitation of patients 
with chronic fatigue syndrome: a comparative study. Physiotherapy. 2008;94(1):35-42.  

Exclusion code: 12 

 

Tiersky LA, DeLuca J, Hill N, et al. Longitudinal assessment of neuropsychological functioning, 
psychiatric status, functional disability and employment status in chronic fatigue syndrome. Appl 
Neuropsychol. 2001;8(1):41-50. PMID: 11388123. 

Exclusion code: 2 

 

Tiersky LA, Matheis RJ, Deluca J, et al. Functional status, neuropsychological functioning, and 
mood in chronic fatigue syndrome (CFS): relationship to psychiatric disorder. J Nerv Ment Dis. 
2003;191(5):324-31. PMID: 12819552. 

Exclusion code: 2 

 

Tiev KP, Briant M, Ziani M, et al. Variability of the RNase L isoform ratio (37 kiloDaltons/83 
kiloDaltons) in diagnosis of chronic fatigue syndrome. Clin Diagn Lab Immunol. 
2005;12(2):366. PMID: 15699437. 

Exclusion code: 9 

 

Tiev KP, Cabane J, Imbert JC. [Treatment of chronic postinfectious fatigue: randomized double-
blind study of two doses of sulbutiamine (400-600 mg/day) versus placebo]. Rev Med Interne. 
1999;20(10):912-8. PMID: 10573727. 

Exclusion code: 12 

 

Timmers HJLM, Wieling W, Soetekouw PMMB, et al. Hemodynamic and neurohumoral 
responses to head-up tilt in patients with chronic fatigue syndrome. Clin Auton Res. 
2002;12(4):273-80. PMID: 12357281. 

Exclusion code: 2 

D-107 



 

 

Tirelli U, Chierichetti F, Tavio M, et al. Brain positron emission tomography (PET) in chronic 
fatigue syndrome: preliminary data. Am J Med. 1998;105(3A):54S-8S. PMID: 9790483. 

Exclusion code: 5 

 

Tirelli U, Lleshi A, Berretta M, et al. Treatment of 741 Italian patients with chronic fatigue 
syndrome. Eur Rev Med Pharmacol Sci. 2013;17(21):2847-52. PMID: 24254550. 

Exclusion code: 8 

 

Tirelli V, Pinto A, Marotta G, et al. Clinical and immunologic study of 205 patients with chronic 
fatigue syndrome: a case series from Italy. Arch Intern Med. 1993;153(1):116-7. PMID: 
8422193. 

Exclusion code: 8 

 

Tomoda A, Joudoi T, Rabab E-M, et al. Cytokine production and modulation: comparison of 
patients with chronic fatigue syndrome and normal controls. Psychiatry Res. 2005;134(1):101-4. 
PMID: 15808295. 

Exclusion code: 2 

 

Toussaint LL, Whipple MO, Abboud LL, et al. A mind-body technique for symptoms related to 
fibromyalgia and chronic fatigue. Explore (NY). 2012;8(2):92-8. PMID: 22385563. 

Exclusion code: 5 

 

Trikalinos T, Balion C. Chapter 9: Options for Summarizing Medical Test Performance in the 
Absence of a “Gold Standard”. J Gen Intern Med. 2012;27(1):67-75. PMID: 22648677. 

Exclusion code: 2 

 

Trikalinos TA, Balion CM. Options for Summarizing Medical Test Performance in the Absence 
of a “Gold Standard”. AHRQ Publication No. 12-EHC081-EF. Rockville (MD): Agency for 
Healthcare Research and Quality. Jun 2012. Available at: 
www.effectivehealthcare.ahrq.gov/reports/final.cfm. Accessed March 22, 2014. PMID: 
22834025. 

Exclusion code: 2 

 

Tummers M, Lucassen PL, Wiborg JFW, et al. The challenge of diagnosing CFS in primary care. 
Int J Clin Pract. 2013;67(5):489. PMID: 23574108. 

D-108 



 

Exclusion code: 9 

 

Turnberg L, Caldicott F, Newman L. Chronic fatigue syndrome: report of a joint working group 
of the Royal Colleges of Physicians, Psychiatrists and General Practitioners. 1996. 

Exclusion code: 3 

Twisk FNM, Arnoldus RJW. Graded exercise therapy (GET)/cognitive behavioural therapy 
(CBT) is often counterproductive in myalgic encephalomyelitis (ME) and chronic fatigue 
syndrome (CFS). Eur J Clin Invest. 2012;42(11):1255-6; author reply 7-8. PMID: 23033954. 

Exclusion code: 9 

 

Tyrer P, Seivewright H, Seivewright N. Diagnosis of ‘ME’, which makes an external attribution 
for fatigue. Psychol Med. 1997;27(2):498-9. PMID: 9089843. 

Exclusion code: 9 

 

U.S. Preventive Services Task Force. U.S. Preventive Services Task Force Procedure Manual. 
AHRQ Publication No. 08-05118-EF. Rockville (MD):July 2008. Available at: 
http://www.uspreventiveservicestaskforce.org/uspstf08/methods/procmanual.htm. Accessed 
March 21, 2014.  

Exclusion code: 2 

 

Ulloa L, Doody J, Massague J. Inhibition of transforming growth factor-beta/SMAD signalling 
by the interferon-gamma/STAT pathway. Nature. 1999;397(6721):710-3. PMID: 10067896. 

Exclusion code: 7 

 

Unger ER, Nisenbaum R, Moldofsky H, et al. Sleep assessment in a population-based study of 
chronic fatigue syndrome. BMC Neurol. 2004;4:6. PMID: 15096280. 

Exclusion code: 2 

 

Ur E, White PD, Grossman A. Hypothesis: cytokines may be activated to cause depressive 
illness and chronic fatigue syndrome. Eur Arch Psychiatry Clin Neurosci. 1992;241(5):317-22. 
PMID: 1606197. 

Exclusion code: 2 

 

Valero S, Saez-Francas N, Calvo N, et al. The role of neuroticism, perfectionism and depression 
in chronic fatigue syndrome. A structural equation modeling approach. Comprehensive 
Psychiatry Jun. 2013. PMID: 23759150. 

D-109 



 

Exclusion code: 2 

 

Valesini G, Conti F, Priori R, et al. Gilbert’s syndrome and chronic fatigue syndrome. Lancet. 
1993;341(8853):1162-3. PMID: 8097856. 

Exclusion code: 9 

 

Van Cauwenbergh D, De Kooning M, Ickmans K, et al. How to exercise people with chronic 
fatigue syndrome: evidence-based practice guidelines. Eur J Clin Invest. 2012;42(10):1136-44. 
PMID: 22725992. 

Exclusion code: 9 

 

Van Cauwenbergh D, Nijs J, Kos D, et al. Malfunctioning of the autonomic nervous system in 
patients with chronic fatigue syndrome: a systematic literature review. Eur J Clin Invest. 
2014;44(5):516-26. PMID: 24601948. 

Exclusion code: 6 

 

van de Luit L, van der Meulen J, Cleophas TJ, et al. Amplified amplitudes of circadian rhythms 
and nighttime hypotension in patients with chronic fatigue syndrome: improvement by inopamil 
but not by melatonin. Angiology. 1998;49(11):903-8. PMID: 9822046. 

Exclusion code: 12 

 

van de Putte EM, Engelbert RHH, Kuis W, et al. How fatigue is related to other somatic 
symptoms. Arch Dis Child. 2006;91(10):824-7. PMID: 16754655. 

Exclusion code: 5 

 

van de Putte EM, Engelbert RHH, Kuis W, et al. Chronic fatigue syndrome and health control in 
adolescents and parents. Arch Dis Child. 2005;90(10):1020-4. PMID: 16049059. 

Exclusion code: 5 

 

van de Putte EM, van Doornen LJP, Engelbert RHH, et al. Mirrored symptoms in mother and 
child with chronic fatigue syndrome. Pediatrics. 2006;117(6):2074-9. PMID: 16740850. 

Exclusion code: 5 

 

Van Den Eede F, Moorkens G, Hulstijn W, et al. Psychomotor function and response inhibition 
in chronic fatigue syndrome. Psychiatry Res. 2011;186(2-3):367-72. PMID: 20797797. 

Exclusion code: 3 

D-110 



 

 

Van Den Eede F, Moorkens G, Hulstijn W, et al. Combined dexamethasone/corticotropin-
releasing factor test in chronic fatigue syndrome. Psychol Med. 2008;38(7):963-73. PMID: 
17803834. 

Exclusion code: 2 

 

Van HE, Coomans D, De BP, et al. Hyperbaric Therapy in Chronic Fatigue Syndrome. J Chronic 
Fatigue Syndr. 2003;11(3):37-49.  

Exclusion code: 12 

 

van Heukelom RO, Prins JB, Smits MG, et al. Influence of melatonin on fatigue severity in 
patients with chronic fatigue syndrome and late melatonin secretion. Eur J Neurol. 
2006;13(1):55-60. PMID: 16420393. 

Exclusion code: 8 

 

Van Hoof E, De Becker P, Lapp C, et al. Defining the occurrence and influence of alpha-delta 
sleep in chronic fatigue syndrome. Am J Med Sci. 2007;333(2):78-84. PMID: 17301585. 

Exclusion code: 7 

 

Van Houdenhove B, Luyten P. Chronic fatigue syndrome reflects loss of adaptability. J Intern 
Med. 2010;268(3):249-51. PMID: 20695975. 

Exclusion code: 9 

 

Van Houdenhove B, Onghena P, Neerinckx E, et al. Does high ‘action-proneness’ make people 
more vulnerable to chronic fatigue syndrome? A controlled psychometric study. J Psychosom 
Res. 1995;39(5):633-40. PMID: 7490698. 

Exclusion code: 2 

 

Van Houdenhove B, Van Hoof E, Becq K, et al. A comparison of patients with chronic fatigue 
syndrome in two “ideologically” contrasting clinics. J Nerv Ment Dis. 2009;197(5):348-53. 
PMID: 19440108. 

Exclusion code: 7 

 

van Hout MSE, Wekking EM, Berg IJ, et al. Psychological treatment of patients with chronic 
toxic encephalopathy: lessons from studies of chronic fatigue and whiplash. Psychother 
Psychosom. 2003;72(5):235-44. PMID: 12920327. 

D-111 



 

Exclusion code: 2 

 

van Kuppeveld FJM, de Jong AS, Lanke KH, et al. Prevalence of xenotropic murine leukaemia 
virus-related virus in patients with chronic fatigue syndrome in the Netherlands: retrospective 
analysis of samples from an established cohort. BMJ. 2010;340:c1018. PMID: 20185493. 

Exclusion code: 2 

 

Van Oosterwijck J, Nijs J, Meeus M, et al. Pain inhibition and postexertional malaise in myalgic 
encephalomyelitis/chronic fatigue syndrome: an experimental study. J Intern Med. 
2010;268(3):265-78. PMID: 20412374. 

Exclusion code: 3 

 

van Weering M, Vollenbroek-Hutten MMR, Kotte EM, et al. Daily physical activities of patients 
with chronic pain or fatigue versus asymptomatic controls. A systematic review. Clin Rehabil. 
2007;21(11):1007-23. PMID: 17984153. 

Exclusion code: 5 

 

vanNess J, Snell C, Stevens S. Diminished Cardiopulmonary Capacity During Post-Exertional 
Malaise. J Chronic Fatigue Synr. 2008;14(2) 

Exclusion code: 9 

 

Vanness JM, Snell CR, Strayer DR, et al. Subclassifying chronic fatigue syndrome through 
exercise testing. Med Sci Sports Exerc. 2003;35(6):908-13. PMID: 12783037. 

Exclusion code: 3 

 

Vassallo CM, Feldman E, Peto T, et al. Decreased tryptophan availability but normal post-
synaptic 5-HT2c receptor sensitivity in chronic fatigue syndrome. Psychol Med. 2001;31(4):585-
91. PMID: 11352361. 

Exclusion code: 2 

 

Vecchiet J, Cipollone F, Falasca K, et al. Relationship between musculoskeletal symptoms and 
blood markers of oxidative stress in patients with chronic fatigue syndrome. Neurosci Lett. 
2003;335(3):151-4. PMID: 12531455. 

Exclusion code: 2 

 

D-112 



 

Vecchiet L, Montanari G, Pizzigallo E, et al. Sensory characterization of somatic parietal tissues 
in humans with chronic fatigue syndrome. Neurosci Lett. 1996;208(2):117-20. PMID: 8859904. 

Exclusion code: 2 

 

Vercoulen JH, Swanink CM, Zitman FG, et al. Randomised, double-blind, placebo-controlled 
study of fluoxetine in chronic fatigue syndrome. Lancet. 1996;347(9005):858-61. PMID: 
8622391. 

Exclusion code: 12 

 

Vermeulen RCKRM, Scholte HR. Carnitine, acetylcarnitine and propionylcarnitine in the 
treatment of chronic fatigue syndrome. AHMF Proceedings, ‘myalgic Encephalopathy/chronic 
Fatigue Syndrome ‘the Medical Practitioners’ Challenge in 2001’. 2001. 

Exclusion code: 9 

 

Vernon SD, Unger ER, Dimulescu IM, et al. Utility of the blood for gene expression profiling 
and biomarker discovery in chronic fatigue syndrome. Dis Markers. 2002;18(4):193-9. PMID: 
12590173. 

Exclusion code: 2 

 

Vervarcke A. CFS trial in Leuven with CFS-PC: conclusions after one year. Homoeopathic 
Links. 2005;18(4):207-8.  

Exclusion code: 9 

 

Visser J, Blauw B, Hinloopen B, et al. CD4 T lymphocytes from patients with chronic fatigue 
syndrome have decreased interferon-gamma production and increased sensitivity to 
dexamethasone. J Infect Dis. 1998;177(2):451-4. PMID: 9466535. 

Exclusion code: 2 

 

Visser J, Graffelman W, Blauw B, et al. LPS-induced IL-10 production in whole blood cultures 
from chronic fatigue syndrome patients is increased but supersensitive to inhibition by 
dexamethasone. J Neuroimmunol. 2001;119(2):343-9. PMID: 11585638. 

Exclusion code: 2 

 

Vojdani A. Single aetiological agent may not be feasible in CFS patients. J Intern Med. 
1999;245(4):410-2. PMID: 10356606. 

Exclusion code: 2 

D-113 



 

 

Vojdani A, Ghoneum M, Choppa PC, et al. Elevated apoptotic cell population in patients with 
chronic fatigue syndrome: the pivotal role of protein kinase RNA. J Intern Med. 
1997;242(6):465-78. PMID: 9437407. 

Exclusion code: 2 

 

Vollmer-Conna U, Hickie I, Hadzi-Pavlovic D, et al. Intravenous immunoglobulin is ineffective 
in the treatment of patients with chronic fatigue syndrome. Am J Med. 1997;103(1):38-43. 
PMID: 9236484. 

Exclusion code: 4 

 

Vollmer-Conna U, Wakefield D, Lloyd A, et al. Cognitive deficits in patients suffering from 
chronic fatigue syndrome, acute infective illness or depression. Br J Psychiatry. 1997;171:377-
81. PMID: 9373430. 

Exclusion code: 3 

 

von Mikecz A, Konstantinov K, Buchwald DS, et al. High frequency of autoantibodies to 
insoluble cellular antigens in patients with chronic fatigue syndrome. Arthritis Rheum. 
1997;40(2):295-305. PMID: 9041942. 

Exclusion code: 2 

 

Vos-Vromans DC, Huijnen IP, Koke AJ, et al. Differences in physical functioning between 
relatively active and passive patients with Chronic Fatigue Syndrome. J Psychosom Res. 
2013;75(3):249-54. PMID: 23972414. 

Exclusion code: 8 

 

Vos-Vromans DCWM, Smeets RJEM, Rijnders LJM, et al. Cognitive behavioural therapy versus 
multidisciplinary rehabilitation treatment for patients with chronic fatigue syndrome: study 
protocol for a randomised controlled trial (FatiGo). Trials. 2012;13:71. PMID: 22647321. 

Exclusion code: 9 

 

Waldman PN. Vitamin therapy in the treatment of depression associated with chronic fatigue 
syndrome. Dissertation Abstracts International. 2001;61(10-B):5232.  

Exclusion code: 9 

 

Wallman KE, Morton AR, Goodman C, et al. Exercise prescription for individuals with chronic 
fatigue syndrome. Med J Aust. 2005;183(3):142-3. PMID: 16053417. 

D-114 



 

Exclusion code: 9 

 

Wallman KE, Morton AR, Goodman C, et al. Randomised controlled trial of graded exercise in 
chronic fatigue syndrome. Med J Aust. 2004;180(9):444-8. PMID: 15115421. 

Exclusion code: 5 

 

Wang J-h, Chai T-q, Lin G-h, et al. Effects of the intelligent-turtle massage on the physical 
symptoms and immune functions in patients with chronic fatigue syndrome. J Tradit Chin Med. 
2009;29(1):24-8. PMID: 19514184. 

Exclusion code: 12 

 

Wang T, Zhang Q, Xue X, et al. A systematic review of acupuncture and moxibustion treatment 
for chronic fatigue syndrome in China. Am J Chin Med. 2008;36(1):1-24. PMID: 18306446. 

Exclusion code: 14 

 

Ward MH, DeLisle H, Shores JH, et al. Chronic fatigue complaints in primary care: incidence 
and diagnostic patterns. J Am Osteopath Assoc. 1996;96(1):34-46. PMID: 8626230. 

Exclusion code: 8 

 

Ware J, Jr., Kosinski M, Keller SD. A 12-Item Short-Form Health Survey: construction of scales 
and preliminary tests of reliability and validity. Med Care. 1996;34(3):220-33. PMID: 8628042. 

Exclusion code: 2 

 

Ware JE, Jr., Sherbourne CD. The MOS 36-item short-form health survey (SF-36). I. Conceptual 
framework and item selection. Med Care. 1992;30(6):473-83. PMID: 1593914. 

Exclusion code: 2 

 

Warren G, McKendrick M, Peet M. The role of essential fatty acids in chronic fatigue syndrome. 
A case-controlled study of red-cell membrane essential fatty acids (EFA) and a placebo-
controlled treatment study with high dose of EFA. Acta Neurol Scand. 1999;99(2):112-6. PMID: 
10071170. 

Exclusion code: 7 

 

Wearden A. Randomised controlled trial of nurse-led self-help treatment for patients in primary 
care with chronic fatigue syndrome. The FINE trial (Fatigue Intervention by Nurses Evaluation) 
[ISRCTN74156610 ]. controlled trialscom. 2007PMID: 16603058. 

D-115 



 

Exclusion code: 9 

 

Wearden AJ, Riste L, Dowrick C, et al. Fatigue Intervention by Nurses Evaluation--the FINE 
Trial. A randomised controlled trial of nurse led self-help treatment for patients in primary care 
with chronic fatigue syndrome: study protocol. BMC Med. 2006;4:9. PMID: 16603058. 

Exclusion code: 9 

 

Wells DL. Associations between pet ownership and self-reported health status in people 
suffering from chronic fatigue syndrome. J Altern Complement Med. 2009;15(4):407-13. PMID: 
19388863. 

Exclusion code: 8 

 

Wessely S. Acyclovir treatment of the chronic fatigue syndrome.[Erratum appears in N Engl J 
Med 1989 Oct 12;321(15):1057]. N Engl J Med. 1989;321(3):187-9. PMID: 2747750. 

Exclusion code: 9 

 

Wessely S. Cognitive behaviour therapy vs relaxation for Chronic Fatigue Syndrome: Outcome 
at five year follow-up. National Research Register. 1999. 

Exclusion code: 9 

 

Wessely S. The measurement of fatigue and chronic fatigue syndrome. J R Soc Med. 
1992;85(4):189-90. PMID: 1433056. 

Exclusion code: 9 

 

Wessely S. The neuropsychiatry of chronic fatigue syndrome. Ciba Found Symp. 1993;173:212-
29; discussion 29-37. PMID: 8491099. 

Exclusion code: 9 

 

Wessely S. A randomised controlled trial of cognitive behaviour therapy for chronic fatigue 
syndrome. National Research Register. 2000. 

Exclusion code: 9 

 

Wessely S, Chalder T, Hirsch S, et al. The prevalence and morbidity of chronic fatigue and 
chronic fatigue syndrome: a prospective primary care study. Am J Public Health. 
1997;87(9):1449-55. PMID: 9314795. 

Exclusion code: 2 

D-116 



 

 

Wessely S, Chalder T, Hirsch S, et al. Psychological symptoms, somatic symptoms, and 
psychiatric disorder in chronic fatigue and chronic fatigue syndrome: a prospective study in the 
primary care setting. Am J Psychiatry. 1996;153(8):1050-9. PMID: 8678174. 

Exclusion code: 5 

 

Wessely S, Powell R. Fatigue syndromes: a comparison of chronic “postviral” fatigue with 
neuromuscular and affective disorders. J Neurol Neurosurg Psychiatry. 1989;52(8):940-8. PMID: 
2571680. 

Exclusion code: 7 

 

Westin J, Rodjer S, Turesson I, et al. Interferon alfa-2b versus no maintenance therapy during the 
plateau phase in multiple myeloma: a randomized study. Cooperative Study Group. Br J 
Haematol. 1995;89(3):561-8. PMID: 7734355. 

Exclusion code: 5 

 

Weston S, Townsend S. Using a DVD to help people with chronic fatigue syndrome learn the 
technique of pacing. Nurs Times. 2009;105(45):26-7. PMID: 20034300. 

Exclusion code: 9 

 

White KP, Speechley M, Harth M, et al. Co-existence of chronic fatigue syndrome with 
fibromyalgia syndrome in the general population. A controlled study. Scand J Rheumatol. 
2000;29(1):44-51. PMID: 10722257. 

Exclusion code: 3 

 

White PD, Chalder T. Chronic fatigue syndrome: treatment without a cause. Lancet. 
2012;379(9824):1372-3. PMID: 22385681. 

Exclusion code: 9 

 

White PD, Pinching AJ, Rakib A, et al. A comparison of patients with chronic fatigue syndrome 
attending separate fatigue clinics based in immunology and psychiatry. J R Soc Med. 
2002;95(9):440-4. PMID: 12205207. 

Exclusion code: 3 

 

White PD, Thomas JM, Kangro HO, et al. Predictions and associations of fatigue syndromes and 
mood disorders that occur after infectious mononucleosis. Lancet. 2001;358(9297):1946-54. 
PMID: 11747919. 

D-117 



 

Exclusion code: 2 

 

Whitehead L, Campion P. Can general practitioners manage Chronic Fatigue Syndrome? A 
controlled trial. J Chronic Fatigue Syndr. 2002;10(1):55-64.  

Exclusion code: 5 

 

Whiteside A, Hansen S, Chaudhuri A. Exercise lowers pain threshold in chronic fatigue 
syndrome. Pain. 2004;109(3):497-9. PMID: 15157711. 

Exclusion code: 2 

 

Whiting P, Bagnall AM, Sowden AJ, et al. Interventions for the treatment and management of 
chronic fatigue syndrome: a systematic review. JAMA. 2001;286(11):1360-8. PMID: 11560542. 

Exclusion code: 14 

 

Wiborg JF, Knoop H, Frank LE, et al. Towards an evidence-based treatment model for cognitive 
behavioral interventions focusing on chronic fatigue syndrome. J Psychosom Res. 
2012;72(5):399-404. PMID: 22469284. 

Exclusion code: 8 

 

Wiborg JF, Knoop H, Prins JB, et al. Does a decrease in avoidance behavior and focusing on 
fatigue mediate the effect of cognitive behavior therapy for chronic fatigue syndrome? J 
Psychosom Res. 2011;70(4):306-10. PMID: 21414449. 

Exclusion code: 7 

 

Wiborg JF, Knoop H, Stulemeijer M, et al. How does cognitive behaviour therapy reduce fatigue 
in patients with chronic fatigue syndrome? The role of physical activity. Psychol Med. 
2010;40(8):1281-7. PMID: 20047707. 

Exclusion code: 2 

 

Wiklund I. The Nottingham Health Profile--a measure of health-related quality of life. Scand J 
Prim Health Care Suppl. 1990;1:15-8. PMID: 2100359. 

Exclusion code: 2 

 

Wildman MJ, Smith EG, Groves J, et al. Chronic fatigue following infection by Coxiella burnetii 
(Q fever): ten-year follow-up of the 1989 UK outbreak cohort. QJM. 2002;95(8):527-38. PMID: 
12145392. 

D-118 



 

Exclusion code: 2 

 

Wilke WS. Can fibromyalgia and chronic fatigue syndrome be cured by surgery? Cleve Clin J 
Med. 2001;68(4):277-9. PMID: 11326806. 

Exclusion code: 9 

 

Wilkinson K, Shapiro C. Nonrestorative sleep: symptom or unique diagnostic entity? Sleep Med. 
2012;13(6):561-9. PMID: 22560828. 

Exclusion code: 5 

 

Wilson A, Hickie I, Hadzi-Pavlovic D, et al. What is chronic fatigue syndrome? Heterogeneity 
within an international multicentre study. Aust N Z J Psychiatry. 2001;35(4):520-7. PMID: 
11531735. 

Exclusion code: 3 

 

Wisniewski SR, Rush AJ, Balasubramani GK, et al. Self-rated global measure of the frequency, 
intensity, and burden of side effects. J Psychiatr Pract. 2006;12(2):71-9. PMID: 16728903. 

Exclusion code: 2 

 

Wojcik W, Armstrong D, Kanaan R. Chronic fatigue syndrome: labels, meanings and 
consequences. J Psychosom Res. 2011;70(6):500-4. PMID: 21624573. 

Exclusion code: 9 

 

Wong KC. Psychometric investigation into the construct of neurasthenia and its related 
conditions: A comparative study on Chinese in Hong Kong and mainland China. Dissertation 
Abstracts International. 2009;70(3-B):1587.  

Exclusion code: 7 

 

Wong R, Lopaschuk G, Zhu G, et al. Skeletal muscle metabolism in the chronic fatigue 
syndrome. In vivo assessment by 31P nuclear magnetic resonance spectroscopy. Chest. 
1992;102(6):1716-22. PMID: 1446478. 

Exclusion code: 2 

 

Wong WS, Fielding R. Prevalence of chronic fatigue among Chinese adults in Hong Kong: a 
population-based study. J Affect Disord. 2010;127(1-3):248-56. PMID: 20580826. 

Exclusion code: 2 

D-119 



 

 

Woo SB, Schacterle RS, Komaroff AL, et al. Salivary gland changes in chronic fatigue 
syndrome: a case-controlled preliminary histologic study. Oral Surg Oral Med Oral Pathol Oral 
Radiol Endod. 2000;90(1):82-7. PMID: 10884641. 

Exclusion code: 7 

 

Wood PB. Neuroimaging in functional somatic syndromes. Int Rev Neurobiol. 2005;67:119-63. 
PMID: 16291022. 

Exclusion code: 2 

 

Wright B, Ashby B, Beverley D, et al. A feasibility study comparing two treatment approaches 
for chronic fatigue syndrome in adolescents. Arch Dis Child. 2005;90(4):369-72. PMID: 
15781925. 

Exclusion code: 5 

 

Yamamoto Y, LaManca JJ, Natelson BH. A measure of heart rate variability is sensitive to 
orthostatic challenge in women with chronic fatigue syndrome. Exp Biol Med. 2003;228(2):167-
74. PMID: 12563023. 

Exclusion code: 3 

 

Yee CW, Chellappan DK. Are the current complementary and alternative therapies available for 
the treatment of low back pain and chronic fatigue syndrome reliable clinically? A review of the 
literature. J Evid Based Complementary Altern Med. 2013;18(3):216-24.  

Exclusion code: 14 

 

Yoshiuchi K, Cook DB, Ohashi K, et al. A real-time assessment of the effect of exercise in 
chronic fatigue syndrome. Physiol Behav. 2007;92(5):963-8. PMID: 17655887. 

Exclusion code: 3 

 

Yoshiuchi K, Quigley KS, Ohashi K, et al. Use of time-frequency analysis to investigate 
temporal patterns of cardiac autonomic response during head-up tilt in chronic fatigue syndrome. 
Auton Neurosci. 2004;113(1-2):55-62. PMID: 15296795. 

Exclusion code: 2 

 

Young JL. Use of Lisdexamfetamine Dimesylate in Treatment of Cognitive Impairment (Chronic 
Fatigue Syndrome): A Double Blind, Placebo Controlled Study [NCT01071044]. 
Clinicaltrials.gov [www.clinicaltrials.gov]. 2010 

D-120 



 

Exclusion code: 12 

 

Young JL. Use of lisdexamfetamine dimesylate in treatment of executive functioning deficits 
and chronic fatigue syndrome: A double blind, placebo-controlled study. Psychiatry Res. 
2013;207(1-2):127-33. PMID: 23062791. 

Exclusion code: 9 

 

Yuemei L, Hongping L, Shulan F, et al. The therapeutic effects of electrical acupuncture and 
auricular-plaster in 32 cases of chronic fatigue syndrome. J Tradit Chin Med. 2006;26(3):163-4. 
PMID: 17078435. 

Exclusion code: 12 

 

Zachrisson O, Colque-Navarro P, Gottfries CG, et al. Immune modulation with a staphylococcal 
preparation in fibromyalgia/chronic fatigue syndrome: relation between antibody levels and 
clinical improvement. Eur J Clin Microbiol Infect Dis. 2004;23(2):98-105. PMID: 14735403. 

Exclusion code: 8 

 

Zachrisson O, Regland B, Jahreskog M, et al. Treatment with staphylococcus toxoid in 
fibromyalgia/chronic fatigue syndrome--a randomised controlled trial. Eur J Pain. 
2002;6(6):455-66. PMID: 12413434. 

Exclusion code: 5 

 

Zachrisson O, Regland B, Jahreskog M, et al. A rating scale for fibromyalgia and chronic fatigue 
syndrome (the FibroFatigue scale). J Psychosom Res. 2002;52(6):501-9. PMID: 12069875. 

Exclusion code: 4 

 

Zala J. Diagnosing myalgic encephalomyelitis. Practitioner. 1989;233(1471):916-9. PMID: 
2594656. 

Exclusion code: 5 

 

Zhang H-Y, Liu Z-D, Hu C-J, et al. Up-regulation of TGF-1 mRNA expression in peripheral 
blood mononuclear cells of patients with chronic fatigue syndrome. J Formos Med Assoc. 
2011;110(11):701-4. PMID: 22118314. 

Exclusion code: 8 

 

D-121 



 

Zhang W, Wu T, Peng W. Acupuncture for chronic fatigue syndrome. Cochrane Database Syst 
Rev. 2011(9). 

Exclusion code: 8 

 

Zigmond AS, Snaith RP. The hospital anxiety and depression scale. Acta Psychiatr Scand. 
1983;67(6):361-70. PMID: 6880820. 
Exclusion code: 2 

Zung WW. A Self-Rating Depression Scale. Arch Gen Psychiatry. 1965;12:63-70. PMID: 
14221692. 
Exclusion code: 2 

 

D-122 



 

Appendix E. Quality Rating Criteria 
Randomized Controlled Trials 
Criteria: 

• Initial assembly of comparable groups: 
o adequate randomization, including first concealment and whether potential 

confounders were distributed equally among groups  
• Maintenance of comparable groups (includes attrition, cross-overs, adherence, 

contamination) 
• Important differential loss to followup or overall high loss to followup 
• Measurements: equal, reliable, and valid (includes masking of outcome assessment) 
• Clear definition of interventions 
• Important outcomes considered 
• Analysis: intention-to-treat analysis. 

Definition of ratings based on above criteria: 
Good: Meets all criteria: comparable groups are assembled initially and maintained throughout 

the study (followup at least 80%); reliable and valid measurement instruments are used 
and applied equally to the groups; interventions are spelled out clearly; important 
outcomes are considered; and intention-to-treat analysis is used.  

Fair: Studies will be graded “fair” if any or all of the following problems occur, without the 
fatal flaws noted in the “poor” category below: generally comparable groups are 
assembled initially but some question remains whether some (although not major) 
differences occurred in followup; measurement instruments are acceptable (although 
not the best) and generally applied equally; some but not all important outcomes are 
considered; and intention-to-treat analysis is done for randmised, controlled trials.  

Poor: Studies will be graded “poor” if any of the following fatal flaws exists: groups 
assembled initially are not close to being comparable or maintained throughout the 
study; unreliable or invalid measurement instruments are used or not applied at all 
equally among groups (including not masking outcome assessment); and intention-to-
treat is lacking.  

Diagnostic/Concordance Studies 
Criteria: 

• Test applied to an appropriate spectrum of patients (with and without disease/condition), 
avoiding case-control design 

• Population tested was consecutive or random 
• Clear eligibility criteria described and rigorous assessment of disease/condition 
• Attrition reported and minimal loss to followup 
• Test is adequately described and reproducible 
• Test was validated in a second population group 
• Test is an available standard case definition 
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• Diagnostic test is applied to all patients  
• Blinding of outcome assessors to the reference standard 

Definition of ratings based on above criteria: 
Good: Evaluates relevant available screening test; uses a credible reference standard; 

interprets reference standard independently of screening test; reliability of test assessed; 
has few or handles indeterminate results in a reasonable manner; includes large number 
(more than 500) broad-spectrum patients with and without disease; study attempts to 
enroll a random or consecutive sample of patients who meet inclusion criteria screening 
cutoffs pre-stated. 

Fair: Evaluates relevant available screening test; uses reasonable although not best standard; 
interprets reference standard independent of screening test; moderate sample size (100 
to 500 subjects) and a “medium” spectrum of patients (i.e. applicable to many settings 
where the diagnostic test would be applied). 

Poor: Has important limitation such as: uses inappropriate reference standard; screening test 
improperly administered; biased ascertainment of reference standard; small sample size 
(<100) of very narrow selected spectrum of patients (components of study not well 
described). 

 
Sources: USPSTF Procedure Manual1, AHRQ Methods Guide,2 and AHRQ Methods Guide for 
Medical Test Reviews3 
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Appendix F. Strength of Evidence Criteria1 
Table F1. Required domains and their definitions 
Domain  Definition and Elements  Score and Application  
Study 
Limitations  

Study limitations is the degree to which the included 
studies for a given outcome have a high likelihood of 
adequate protection against bias (i.e., good internal 
validity), assessed through two main elements:  
• Study design: Whether RCTs or other designs such as 
nonexperimental or observational studies.  
• Study conduct. Aggregation of ratings of risk of bias of 
the individual studies under consideration.  

Score as one of three levels, separately 
by type of study design:  
• Low level of study limitations  
• Medium level of study limitations  
• High level of study limitations  

Directness  Directness relates to (a) whether evidence links 
interventions directly to a health outcome of specific 
importance for the review, and (b) for comparative 
studies, whether the comparisons are based on head-
to-head studies. The EPC should specify the 
comparison and outcome for which the SOE grade 
applies.  
Evidence may be indirect in several situations such as:  
• The outcome being graded is considered intermediate 
(such as laboratory tests) in a review that is focused on 
clinical health outcomes (such as morbidity, mortality).  
• Data do not come from head-to-head comparisons but 
rather from two or more bodies of evidence to compare 
interventions A and B—e.g., studies of A vs. placebo 
and B vs. placebo, or studies of A vs. C and B vs. C but 
not direct comparisons of A vs. B.  
• Data are available only for proxy respondents (e.g., 
obtained from family members or nurses) instead of 
directly from patients for situations in which patients are 
capable of self-reporting and self-report is more reliable.  
 
Indirectness always implies that more than one body of 
evidence is required to link interventions to the most 
important health outcome.  

Score as one of two levels:  
• Direct  
• Indirect  
 
If the domain score is indirect, EPCs 
should specify what type of indirectness 
accounts for the rating.  

Consistency  Consistency is the degree to which included studies find 
either the same direction or similar magnitude of effect. 
EPCs can assess this through two main elements:  
• Direction of effect: Effect sizes have the same sign 
(that is, are on the same side of no effect or a minimally 
important difference [MID])  
• Magnitude of effect: The range of effect sizes is 
similar. EPCs may consider the overlap of CIs when 
making this evaluation.  
 
The importance of direction vs. magnitude of effect will 
depend on the key question and EPC judgments.  

Score as one of three levels:  
• Consistent  
• Inconsistent  
• Unknown (e.g., single study)  
 
Single-study evidence bases (including 
mega-trials) cannot be judged with 
respect to consistency. In that instance, 
use “Consistency unknown (single 
study).”  

1The set of five required domains comprises the main constructs that Evidence-based Practice Centers (EPCs) 
should use for all major outcomes and comparisons of interest. As briefly defined below in Table F1, these domains 
represent related but separate concepts, and each is scored independently. The concepts are explained in more detail 
below. 
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Domain  Definition and Elements  Score and Application  
Precision  Precision is the degree of certainty surrounding an 

effect estimate with respect to a given outcome, based 
on the sufficiency of sample size and number of events.  
• A body of evidence will generally be imprecise if the 
optimal information size (OIS) is not met. OIS refers to 
the minimum number of patients (and events when 
assessing dichotomous outcomes) needed for an 
evidence base to be considered adequately powered.  
• If EPCs performed a meta-analysis, then EPCs may 
also consider whether the CI crossed a threshold for an 
MID.  
• If a meta-analysis is infeasible or inappropriate, EPCs 
may consider the narrowness of the range of CIs or the 
significance level of p-values in the individual studies in 
the evidence base.  

Score as one of two levels:  
• Precise  
• Imprecise  
 
A precise estimate is one that would 
allow users to reach a clinically useful 
conclusion (e.g., treatment A is more 
effective than treatment B).  

Reporting Bias  Reporting bias results from selectively publishing or 
reporting research findings based on the favorability of 
direction or magnitude of effect. It includes:  
• Study publication bias, i.e., nonreporting of the full 
study.  
• Selective outcome reporting bias, i.e., nonreporting (or 
incomplete reporting) of planned outcomes or reporting 
of unplanned outcomes.  
• Selective analysis reporting bias, i.e., reporting of one 
or more favorable analyses for a given outcome while 
not reporting other, less favorable analyses.  
 
Assessment of reporting bias for individual studies 
depends on many factors–e.g. availability of study 
protocols, unpublished study documents, and patient-
level data. Detecting such bias is likely with access to 
all relevant documentation and data pertaining to a 
journal publication, but such access is rarely available.  
Because methods to detect reporting bias in 
observational studies are less certain, this guidance 
does not require EPCs to assess it for such studies.  

Score as one of two levels:  
• Suspected  
• Undetected  
 
Reporting bias is suspected when:  
• Testing for funnel plot asymmetry 
demonstrates a substantial likelihood of 
bias,  
 
And/or  
• A qualitative assessment suggests the 
likelihood of missing studies, analyses, 
or outcomes data that may alter the 
conclusions from the reported evidence.  
 
Undetected reporting bias includes all 
alternative scenarios.  

CI = confidence internal; EPC = Evidence-based Practice Center; MID = minimally important difference; OIS = optimal 
information size; RCT = randomized, controlled trial; SOE = strength of evidence 

Study Limitations Domain Definition 
Scoring the study limitations domain is the essential starting place for grading strength of the 

body of evidence. It refers to the judgment that the findings from included studies of a treatment 
(or treatment comparison) for a given outcome are adequately protected against bias (i.e., have 
good internal validity), based on the design and conduct of those studies. That is, EPCs assess 
the ability of the evidence to yield an accurate estimate of the true effect without bias 
(nonrandom error). 

Directness Domain Definition 
Directness of evidence expresses how closely available evidence measures an outcome of 

interest. Assessing directness has two parts: directness of outcomes and directness of 
comparisons. Applicability of evidence (external validity) is considered explicitly but separately 
from strength of evidence. 
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Consistency Domain Definition  
Consistency refers to the degree of similarity in the direction of effects or the degree of 

similarity in the effect sizes (magnitudes of effect) across individual studies within an evidence 
base. EPCs may choose which of these two notions of consistency (direction or magnitude) they 
are scoring; they should be explicit about this choice. 

Precision Domain Definition 
Precision is the degree of certainty surrounding an estimate of effect with respect to an 

outcome. It is based on the potential for random error evaluated through the sufficiency of 
sample size and, in the case of dichotomous outcomes, the number of events. A precise body of 
evidence should enable decisionmakers to draw conclusions about whether one treatment is 
inferior, equivalent, or superior to another. 

Reporting Bias Definition 
Reporting bias occurs when authors, journals, or both decide to publish or report research 

findings based on their direction or magnitude of effect. Table 2 defines the three main types of 
reporting bias that either authors or journals can introduce: publication bias and outcome and 
analysis reporting bias. 

Four Strength of Evidence Levels  
The four levels of grades are intended to communicate to decisionmakers EPCs’ confidence 

in a body of evidence for a single outcome of a single treatment comparison. Although assigning 
a grade requires judgment, having a common understanding of the interpretation will be useful 
for helping EPCs as they conduct their own global assessment and for improving consistency 
across reviewers and EPCs.  

Table F2 summarizes the four levels of grades that EPCs use for the overall assessment of the 
body of evidence. Grades are denoted high, moderate, low, and insufficient. They are not 
designated by Roman numerals or other symbols. EPCs should apply discrete grades and should 
not use designations such as “low to moderate” strength of evidence.  

Table F2. Strength of evidence grades and definitions 
Grade  Definition  
High  We are very confident that the estimate of effect lies close to the true effect for this 

outcome. The body of evidence has few or no deficiencies. We believe that the findings are 
stable, i.e., another study would not change the conclusions.  

Moderate  We are moderately confident that the estimate of effect lies close to the true effect for 
this outcome. The body of evidence has some deficiencies. We believe that the findings are 
likely to be stable, but some doubt remains.  

Low  We have limited confidence that the estimate of effect lies close to the true effect for this 
outcome. The body of evidence has major or numerous deficiencies (or both). We believe that 
additional evidence is needed before concluding either that the findings are stable or that the 
estimate of effect is close to the true effect.  

Insufficient  We have no evidence, we are unable to estimate an effect, or we have no confidence in 
the estimate of effect for this outcome. No evidence is available or the body of evidence has 
unacceptable deficiencies, precluding reaching a conclusion.  

 
Each level has two components. The first, principal definition concerns the level of 

confidence that EPCs place in the estimate of effect (direction or magnitude of effect) for the 
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benefit or harm; this equates to their judgment as to how much the evidence reflects a true effect. 
The second, subsidiary definition involves an assessment of the level of deficiencies in the body 
of evidence and belief in the stability of the findings, based on domain scores and a more 
holistic, summary appreciation of the possibly complex interaction among the individual 
domains. 

Assigning a grade of high, moderate, or low implies that an evidence base is available from 
which to estimate an effect for either the benefit or the harm. The designations of high, moderate, 
and low should convey how confident EPCs would be about decisions based on evidence of 
differing grades, which can be based on either quantitative or qualitative assessment. 

For comparative effectiveness questions, the comparison is typically a choice of either 
direction (A>B, A=B, A<B) or magnitude (difference between A and B). In some instances 
assigning different grades regarding the direction and the magnitude of an effect may be 
appropriate. An example of this situation is when studies consistently find that an intervention 
improves an outcome (e.g., apnea-hypopnea index is reduced by a statistically significant amount 
or beyond a minimally important difference), but the degree of heterogeneity about the estimate 
is high (e.g., range -10 to -46 events/minute; I2=86%). 

The importance of the distinctions among high, moderate, and low levels (and the distinction 
with insufficient strength of evidence) can vary by the type of outcome, comparison, and 
decisionmaker. EPCs understand that some stakeholders may want to take action only when 
evidence is of high or moderate strength, whereas others may want to understand clearly the 
implications of low versus insufficient evidence. Even when strength of evidence is low or 
insufficient, consumers, clinicians, and policymakers may find themselves in the position of 
having to make choices and decisions, and they may consider factors other than the evidence 
from a specific systematic review, such as patient values and preferences, costs, or resources. 
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Appendix G. Data Abstraction Tables 
Table G1. Evidence table of included studies evaluating the accuracy and/or concordance of different diagnostic criteria 
Author, year Objectives Case definition Methods/measures 
Aslakson, et 
al., 200657 

To Compared 38 variables in a 
series of latent class analyses 
to the Reeves 1994 case 
definition of ICF/CFS and CDC 
criteria. 

Reeves, 1994 case definition of 
ICF/CFS and CDC (Fukuda, 1994) 
criteria 

SF-36 
Zung depression scale 
Used latent class analysis to compare empiric classification to the CDC 
(Fukuda, 1994) categories (CFS, idiopatich chronic fatigue, and 
nonfatigued) 

Brown, et al., 
201351 

To compare the ME 
International Consensus 
(Carruthers, 2011) criteria with 
the CDC (Fukuda, 1994) 
criteria. 

CDC (Fukuda, 1994) 
ME International Consensus 
(Carruthers, 2011) 

International Consensus 
Fukuda CFS questionnaire 
DSM-IV SCID interview and medical appointment to rule out other reason 
for symptoms 
SF-36 
Cognitive test: Trailmaking Tests A and B from Halstead-Reitan Battery 

Jason, et al., 
200150 

To compare symptom 
frequency and MOS-SF 
outcomes between patients 
who meet CDC (Holmes, 
1988) criteria, CDC 
(Fukuda, 1994) criteria and 
those with fatigue explained 
by psychiatric illness. 

CDC (Fukuda, 1994) 
CDC (Holmes, 1988) 

Comparison of symptom frequency; and SF-36 
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Author, year Total N/populations Eligibility criteria/recruitment methods 
Aslakson, et 
al., 200657 

159 women; 51 with CFS, 55 with 
chronic fatigue of insufficient 
symptom/severity for CFS diagnosis 
and 53 nonfatigued controls 
matched by age, sex ethnicity and 
BMI to those with CFS 

Inclusion: Residents of Wichita, ages 18-69 years. 
Women with CFS meeting the CDC (Fukuda, 1994) criteria, chronic fatigue of insufficent 
symptoms/severity for CFS diagnosis, nonfatigued controls matched by age, sex, ethnicity and 
BMI against those with CFS. Some CFS patients had comorbid depressive disorder; some met 
criteria for melancholia. 
Exclusion: NR Medical and psychiatric conditions considered exclusionary by CDC (Fukuda, 
1994) criteria except melancholic depression. 
Recruitment: Subset of a sample recruited for the Wichita, Kansas clinical study. 

Brown, et al., 
201351 

Enrolled: 114 
Analyzed: 113 (1 patient excluded 
for missing data) 
Patients met CDC (Fukuda, 1994): 
74 
Patients met ME International 
Consensus (Carruthers, 2011): 39 

Inclusion: Patients >18 years, not pregnant, able to read and speak english, capable of 
attending the sessions, individuals diagnosed with CFS according to the CDC (Fukuda, 1994) 
criteria. 
Exclusion: Persons who used wheelchairs, those who were bedridden or housebound. 
Recruitment: Participants recruited from various sources in the Chicago metropolitan area 
including physician referrals. 

Jason, et al., 
200150 

Overall: 55 
CDC (Holmes, 1988): 14 
CDC (Fukdua, 1994): 18 
Chronicaly fatigued psychiatric 
group: 33 

Inclusion: Self report of chronic fatigue and the concurrent occurrence of ≥4 core symptoms 
listed in CDC (Fukuda, 1994) case definition. 408 with chronic fatigue and symptoms that met 
the Fukuda CFS case definition by self-report (Therefore termed, “CFS-like”; Of these 166 
completed a structured psychiatric interview; 2 independent rates from a team of 4 physicians 
and a psychiatrist used Fukuda criteria to rate each patient’s file.) 
Exclusion: exclusionary medical or psychiatric conditions detected in evaluation 
Recruitment: Of 18,675 interviewees in a community-based prevalence survey (stratified 
random sample of adults > age 18 from several neighborhoods in Chicago). The control group 
was randomly selected from those who screened negative. 
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Author, year Findings 
Aslakson, et 
al., 200657 

Empirically derived latent class solution compares favorably against established research criteria for CFS 
and idiopathic chronic fatigue. 

Brown, et al., 
201351 

CDC (Fukuda, 1994) vs. International ME (Carruthers, 2011) 
Demographics differences 
Concurrent psychiatric diagnosis: 27% (20/74) vs. 62% (24/39); p<0.001 
Sudden onset of illness (<1 month): 26% (19/74) vs. 44% (16/39); p=0.05 
Mean (SD) SF-36 subscales (0-100 scale, higher scores indicate better health); only significant outcomes 
are reported here 
Physical functioning: 51.0 (22.63) vs. 36.64 (23.32); p=0.001 
Bodily pain: 46.65 (21.42) vs. 27.28 (19.45); p<0.001 
Vitality: 19.86 (15.26) vs. 13.85 (13.15); p=0.04 
Social functioning: 45.25 (24.22) vs. 30.45 (21.99); p=0.002 
Symptom complaints more common in International ME vs. CDC 
PEM: p=0.004 
Neurological: memory/concentration (p=0.01), slowness of thought (p=0.001), absent mindedness (p=0.02), 
confusion/disorientation (p=0001), difficulty reasoning (p=0.01), forgetting what you’re trying to say 
(p=0.001), difficulty finding the right word (p=0.002), need to focus on one thing at a time (p<0.001), 
frequently lose train of thought (p=0.001), trouble expressing thoughts (p>0.001), difficulty retaining 
information (p<0.001), difficulty recalling information (p<0.001), put words/numbers in wrong order (p=0.04), 
slow to react (p<0.001), attention deficit (p=0.05), poor hand-eye coordination (p=0.02). 
Pain: muscle pain (p<0.001), pain in multiple joints (p<0.001), headaches (p=0.02) 

Jason, et al., 
200150 

CDC (Holmes, 1988) criteria vs. CDC (Fukuda, 1994) criteria vs. chronically fatigued psychiatric group 
% symptom frequency 
Sore throat: 85.7 vs. 44.4 vs. 51.5; p<0.05 
Lymph node pain 85.7 vs. 27.8 vs. 27.3; p<0.01 for Fukuda vs. psychiatric group 
All others symptoms p=NS 
Mean SF-36 sub-scales scores (0-100 scale, higher scores indicate better health) 
Bodily pain: 33.3 vs. 44.5 vs. 53.7; p<0.05 
General health: 34.9 vs. 55.5 vs. 49.9; p<0.05 
Physical health composite: 30.9 vs. 37.0 vs. 39.9; p<0.05 for Fukuda vs. psychiatric group 
All other subscales and composite scales p=NS 
Mean degree of impairment (0-100 scale, lower scores indicate better health) 
64.1 vs. 46.5 vs. 65.6; p<0.05 for Fukuda vs. psychiatric group 
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Author, year Objectives Case definition Methods/measures 
Jason, et al., 

20135 

To compare patients who met 
Canadian (Carruthers, 2003) 
criteria with CDC (Fukuda, 
1994) criteria. 

CDC (Fukuda, 1994) 
Canadian (Carruthers, 2003) 

DePaul Symptom Questionnaire 
SF-36 
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Author, year Total N/populations Eligibility criteria/recruitment methods 
Jason, et al., 
20135 

Overall: 189 
DePaul Sample: 217 recruited, 189 
included 
BioBank sample: 242 individuals in 
database, included: NR 
Newcastle sample: 100 recruited, 
96 included 

DePaul sample 
Inclusion: Patiens ages 18-65 years, capable of reading and writing English, self-reported 
current diagnosis of CFS, ME/CFS or ME. 
Exclusion: Endorsing lifelong fatigue, exclusionary medical of psychological conditions based 
on CDC (Fukuda, 1994) criteria. 
Recruitment: Patients recruited from a variety of sources including internet forums, suport 
groups, re-contacting prior study participants, contacting individuals who had previously 
indicated interest in study participation. Participants completed surveys. 
BioBank sample 
Inclusion: Patiens >18 years, diagnosed by a licensed physician specialzing in CFS, ME/CFS 
and ME. 
Exclusion: NR 
Recruitment: Participants were recruited by the CFIDS Association of America through their 
website, social networking, internet forums and physician referal. 
Newcastle sample 
Inclusion: Patiens ages 18-65 years, capable of reading and writing English, referred by 
physician for suspected diagnosis of CFS, ME/CFS or ME. 
Exclusion: Morbid obesity, endorsing lifelong fatigue 
Recruitment: participants were identified by primary care physicians who refered patients with a 
suspected diagnosis of CFS for a complete medical assessment at the Newcastle-upon-Tyne 
Royal Victoria Infirmary clinic. 
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Author, year Findings 
Jason, et al., 
20135 

CDC (Fukuda, 1994) vs. Canadian (Carruthers, 2003) 
Mean (SD) SF-36 subscales (0-100 scale, higher scores indicate better health); only significant outcomes 
are reported here 
DePaul sample 
Physical functioning: 35.6 (19.6) vs. 28.1 (17.9); p<0.05 
Bodily pain: 59.3 (24.3) vs. 36.6 (19.7); p<0.001 
BioBank sample 
Physical functioning: 46.8 (22.9) vs. 33.2 (21.6); p<0.001 
Bodily pain: 60.0 (24.8) vs. 41.1 (21.0); p<0.001 
General health: 29.8 (17.8) vs. 22.8 (14.2); p<0.01 
Social functioning: 42.7 (28.8) vs. 24.0 (21.6); p<0.001 
Mental health: 72.2 (13.7) vs. 66.0 (19.6); p<0.05 
Vitality: 20.6 (13.7) vs. 12.0 (12.3); p<0.001 
Newcastle sample 
Physical functioning: 49.1 (25.8) vs. 29.6 (25.4); p<0.05 
Bodily pain: 45.2 (25.0) vs. 29.5 (21.3); p<0.05 
General health: 35.3 (18.9) vs. 20.7 (12.5); p<0.01 
Social functioning: 39.4 (20.9) vs. 25.0 (20.5); p<0.05 
Symptom complaints more common in Canadian (Carruthers, 2003) vs. CDC (Fukuda, 1994); p<0.05 for 
those noted below. 
PEM: 3/5 subcategories in all 3 samples; 4/5 in DePaul and Solve samples 
Sleep parameters (unrefreshing sleep): 1/6 in all 3 samples; 3/6 other sleep parameters in DePaul and 
Solve samples only 
Pain: 5/7 subcategories in all 3 samples, 7/7 in DePaul and Solve samples 
Neurocognitive: 4/13 in all 3 samples; 15/15 in DePaul and Solve samples 
Autonomic: 4/7 in all 3 samples, 7/7 in DePaul and Solve samples 
Neuroendocrine: 5 /10 in all 3 samples; 10/10 in DePaul and Solve samples 
Immune: 4/5 in all 3 samples; 5/5 in DePaul and Solve samples 
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Author, year Objectives Case definition Methods/measures 
Jason, et al., 
201256 

To compare the Canadian 
(Carruthers, 2003) criteria to 
the CDC (Fukuda, 1994) 
criteria, and other ME case 
definitions. 

CDC (Fukuda, 1994) 
Canadian (Carruthers, 2003) 
Revised Ramsay, 1988 

CFS questionnaire (validated by Jason 1997) to assess symptoms, with 
modified scoring system ranging from 0-100 with higher scores indicating 
more impairment 
DSM-IV SCID interview, medical, and neurological history and exam, other 
explanation for CFS-like symptoms 
CFS Questionnaire (Komaroff 1996) to rule out other disorders 
MOS-SF 
Cognitive test: Trailmaking Test Parts A and B 
Heart rate lying down, 2 minutes after standing, and 10 minutes after 
standing 
Used symptom counts, chi-square and MANOVA to assess differences 
between group 
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Author, year Total N/populations Eligibility criteria/recruitment methods 
Jason, et al., 
201256 

114 meeting Fukuda criteria for 
CFS (24 individuals were screened 
and then excluded for alternative 
diagnosis or not meeting criteria (<4 
Fukada symptoms) 

Inclusion: Patients >18 years, not pregnant, able to read and speak english, capable of 
attending the sessions, individuals diagnosed with CFS according to the CDC (Fukuda, 1994) 
criteria. 
Exclusion: Persons who used wheelchairs, those who were bedridden or housebound. 
Recruitment: Participants recruited from various sources in the Chicago metropolitan area 
including physician referrals. 
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Author, year Findings 
Jason, et al., 
201256 

Of 114 people meeting Fukuda CFS criteria, 56 did not meet the ME/CFS criteria and 97 did not meet the 
ME criteria (56 were classified as ME/CFS and 27 as ME). 1 person was unable to be categorized. 
ME/CFS vs. CFS not ME/CFS 
Demographics differences 
Disability: 32% (18/57) vs. 16% (9/56); p=0.06 
Current psychiatric diagnoses: 58% (33/57) vs. 20% (11/56); p=0.05 
Sudden illness onset (<1 month): 41% (22/57) vs. 24% (13/56); p=0.0 
Physical cause of fatigue: 64% (36/57) vs. 65% (35/56); p=0.04 
Mean (SD) SF-36 subscales (0-100 scale, higher scores indicate better health); only significant outcomes are reported here 
Physical functioning: 38.0 (21.9) vs. 53.8 (23.4); p=0.00 
Bodily pain: 32.2 (20.0) vs. 48.0 (22.1); p=0.00 
General health: 28.5 (16.0) vs. 36.5 (18.3); p=0.02 
Vitality: 14.8 (12.0) vs. 20.9 (16.6); p=0.02 
Social functioning: 34.0 (22.7) vs. 46.6 (24.2); p=0.01 
Symptom complaints more common among ME/CFS vs. CFS not ME/CFS 
Fatigue: p=0.00; PEM: p=0.00; unrefreshing sleep: p=0.00; need to nap each day: p=0.05; difficulty falling asleep: p=0.01; all pain 
parameters (muscle pain, pain in multiple joints, headaches, chest pain, abdomen pain, eye pain): all p<0.02; all neurological parameters 
(impaired memory and concentration, abnormal sensitivity to light, slowness of thought, confusion/disorientation, difficulty finding the right 
work, difficulty comprehending information, need to have focus on one thing at a time): p=0.00; all autonomic parameters (racing heart, 
shortness of breast, dizziness, feel unsteady on feet): p<0.01; and tender/sore lymph nodes: all p=0.00 
Symptom complaints more common among ME vs. CFS not ME/CFS 
Headaches: p=0.05; chest pain: p=0.04; abdomen pain: p=0.00; eye pain: p=0.00; difficulty finding the right word: p=0.05; need to have 
focus on one thing at a time: p=0.02; all autonomic parameters (racing heart, shortness of breast, dizziness, feel unsteady on feet): all 
p<0.02; tender/sore lymph nodes: p=0.02; and hot/cold spells: p=0.05 
 
ME/CFS vs. CFS not ME/CFS; ME vs. CFS not ME 
Mean (SD) heart rate (bpm) 
Lying down: 80.7 (14.8) vs. 74.5 (11.1); p=0.02; 84.4 (16.4) vs. 75.4 (11.4); p=0.00 
Standing 2 minutes: 94.2 (17.1) vs. 85.7 (14.6); p=0.00; 96.9 (18.9) vs. 87.7 (14.9); p=0.00 
Standing 10 minutes: 94.6 (14.5) vs. 86.2 (13.6); p=0.00; 97.8 (14.4) vs. 88.1 (13.9); p=0.00 
Mean (SD) Trailmaking test scores 
A-time: 32.9 (13.6) vs. 26.8 (9.9); p=0.02; 35.3 (15.8) vs. 28.2 (10.3); p=0.02 
B-time: 56.1 (25.1) vs. 46.8 (14.9); p=0.03; 61.2 (28.3) vs. 48.5 (17.3); p=0.00 
Symptoms and Psychiatric Comorbidity: ME/CFS group had 7.3 of the 13 Kroenke (2003) symptoms vs 5.1 for Fukuda CFS (p<0.05); ME 
group had 8.1 of the 13 Kroenke (2003) symptoms vs 5.6 for Fukuda CFS (p<0.01). 
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Author, year Objectives Case definition Methods/measures 
Jason, et al., 
200455 

To compare the CDC 
(Fukuda, 
1994) and the Canadian 
case definitions 

CDC (Fukuda, 1994) 
Canadian (Carruthers, 2003) 
Revised Ramsay, 1988 

Work status 
Psychiatric comorbidity 
Symptoms 
Functional impairment as measured by medical outcomes study (SF-36) 
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Author, year Total N/populations Eligibility criteria/recruitment methods 
Jason, et al. , 
200455 

Telephone survey, random 
population sample of 28,673 
households, 780 of whom reported 
fatigue; who underwent structured 
psychiatric interview and then a 
medical examination. 

Inclusion: 32 individuals met CDC (Fukuda, 1994) criteria; 45 had idopathic chronic fatigue; 33 
had chronic fatigue explained by psychiatric reasons. 23 met Canadian (Carruthers, 2003) 
criteria. 
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Author, year Findings 
Jason, et al. , 
200455 

Canadian vs. CFS Fukuda vs. CFS-Psych 
No differences between groups on the Fatigue Scale or the Mental composite score of the SF-36. Physical composite score: 
32.5 vs. 37.8 vs. 39.9 
No different in psychiatric status 
Rates of current psychiatric diagnoses: 47.8% vs. 75.0% vs. 87.9% (p<0.01) Rates of lifetimes psychiatric 
diagnoses: 78.3% vs. 83.3% vs.100% (p<0.050. Symptoms (all significant at p<0.05): 
Fatigue 
General muscle weakness: 82.6% vs. 66.7% vs. 54.5% Neck weak: 52.2% vs. 25.0% 
vs. 24.2% 
Shoulders weak: 52.2% vs. 25.0% vs.24.2% Back weak: 47.8% vs. 33.3% vs. 18.2%  
Disturbed Sleep 
Trouble staying asleep: 30.4% vs. 66.7% vsd. 39.4% 
Neuropsychiatric 
Confusion or Disorientation: 39.1% vs. 8.3% vs. 12.1% Difficulty retaining information: 
56.5% vs. 41.7 % vs. 27.3% 
Need to focus on one thing at a time: 65.2% vs. 25.0% vs. 24.2% 
Slow to process visual and auditory information: 30.4% vs. 8.3% vs. 6.1% Disturbances in eyesight: 43.5% 
vs. 33.3% vs. 18.2% 
Infectious 
Lymph node pain: 34.8% vs. 25.0% vs.12.1% 
Rheumatolgocial 
Neck muscles ache: 65.2%vs. 75.0% vs. 36.4% Back muscles ache: 65.2% vs. 
66.7% vs. 36.4% Stiff after sitting: 39.1% vs. 58.3% vs. 21.2% Sinus infection: 
4.3% vs. 41.7% vs. 12.1% 
Sinus congestion: 26.1% vs. 50.0% vs. 15.2% 
Cardiopulmonary 
Chest pains: 34.8% vs. 33.3% vs. 9.1% 
 
 
Gastrointestinal 
Bloating: 26.1% vs. 50.0% vs.15.2% 
Lower abdominal pain: 26.1% vs. 41.7% vs. 9.1% 
Neurological 
Feel weak or dizzy after standing: 43.5% vs. 41.7% vs. 18.2% Dizziness when move head 
suddenly: 47.8% vs. 16.7% vs. 18.2% Alcohol intolerance: 47.8% vs. 33.3% vs. 15.2% 
Reproductive 
Decreased sexual interest/function: 30.4% vs. 58.3% vs. 18.2% 
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Author, year Objectives Case definition Methods/measures 
Jason, et al., 
201454 

To compare the CDC (Fukuda, 
1994) and the ME- 
ICC(Carruthers, 2011) case 
definitions in two samples 

CDC (Fukuda, 1994) 
ME-ICC (Carruthers, 2011) 

DePaul Symptom Questionnaire 
SF-36 

Katon, et al., 
199158 

To identify psychiatric 
differences between patients 
with chronic fatigue and those 
with rheumatoid arthritis, and 
to investigate whether patients 
meeting the CDC (Holmes, 
1988) criteria can be 
differentiated from patients 
with chronic fatigue on 
measures of disability and 
psychosocial distress. 

CDC (Holmes, 1988) General Health Questionnaire total score 
MOS-SF 
Modified Somatic Perception Questionnaire 
Pennebaker inventory of Limbic Languidness 

Komaroff, et 
al., 199659 

To measure functional status 
and well-being of patients with 
CFS vs. general population 
and 6 disease comparison 
groups. 

CDC (Fukuda, 1994) SF-36 
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Author, year Total N/populations Eligibility criteria/recruitment methods 
Jason, et al., 
201454 

DePaul sample: 73 had CFS, 112 
had ME; Newcastle sample: 27 had 
CFS, 58 had ME. 

Inclusion: Self-identified or suspected CFS 
Exclusion: NR 
Recruitment: DePaul sample was a convenience sample from adults self-identifying as 
ME/CFS; The Newcastle sample was recruited from patients referred to CFS clinic and who 
fulfilled Fukuda CFS criteria. 

Katon, et al., 
199158 

79 with chronic fatigue; 19 with 
CFS; 31 with rheumatoid arthritis 

Inclusion: Physician or self referred for CFS. Controls were RA patients. 
Exclusion: NR 
Recruitment: Subjects referred by community PCP or self-referred. 31 consecutive RA patients 
recruited from rheumatology clinic (all meeting ACR criteria). 

Komaroff, et 
al., 199659 

223 with CFS recruited from CFS 
clinic; 2,474 population-based 
control sample; and chronic disease 
comparison group (2,089 with HTN, 
216 with CHF, 163 with DM, 107 
with acute MI, 107 with MS, and 
502 with depression) 

Inclusion: Patients who fully met the CDC (Holmes, 1988) criteria and seen since 1990. 
Exclusion: NR 
Recruitment: CFS patients drawn from an NIH-supported CFS Cooperative Research Center at 
Brigham and Women’s Hospital and Harvard Medical School. General population comparison 
came from SF-36 administered as part of National Survey of Functional Health Status. Disease 
comparison groups came from a group who had SF-36 administered as part of the Medical 
Outcomes Study and others seen at the Brigham & Women’s Hospital ambulatory practices. 

G-14 



 

 
 

Author, year Findings 
Jason, et al., 
201454 

CFS vs. ME 
General health: 28.6 vs. 22.6 for the DePaul sample; 32.3 vs.19.1 for the Newcastle sample (p=0.01) 
Bodily pain 50.0 vs. 25.6 for the DePaul sample (p<0.001); no difference for the Newcastle sample 
Physical functioning 34.1 vs. 26.9 for the DePaul sample (p<0.01); no difference for the Newcastle sample 
Role physical 7.9 vs. 2.5 (p<0.05) for the DePaul sample; no difference for the Newcastle sample 
Vitality 15.4 vs. 11.2 (p<0.05); no difference for the Newcastle sample 

Katon, et al., 
199158 

CFS vs. RA 
GHQ scores 
Mean (SD) total score: 12.5 (8.0) vs. 5.1 (4.6); p<0.001 
Score of ≥11: 53% (47/98) vs. 13% (3/31); p<0.001 
Mean (SD) MOS-SF (1-100 scale, higher score indicates better health); significant results only reported here 
Mental health: 17.7 (5.5) vs. 23.0 (5.4); p<0.01 
Health perception: 3.4 (1.4) vs. 5.3 (2.1); p<0.001 
No significant difference for SF-36 physical function and role functional, Modified Symptoms Perception 
Questionnaire, or the Pennebaker Inventory of Limbic Languidness. 

Komaroff, et 
al., 199659 

Significant p values for means on SF-36 subscales: comparisons vs. CFS 
Physical functioning: p<0.00001 general population, HTN, DM, AMI, and depression; p=0.00004 
CHF Role physical: p<0.00001 all 
Bodily pain: p<0.00001 all 
General health: p<0.00001 all 
Vitality: p<0.00001 all but MS which was NS (p=0.1369) 
Social functioning: p<0.00001 
Role emotional: p<0.00001 general population, HTN, DM, and depression; p=0.3918 CHF; p=0.1077 
MS Mental health: p<0.00001 all but MS which p=0.0005 
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Author, year Objectives Case definition Methods/measures 
Lewis, et al., 
201353 

To compare clinical and 
autonomic features of CFS in 
patients >50 years to those 
age 16-20 years. 

CDC (Fukuda, 1994) Heart rate variability 
Baroreceptor sensitivity 
FIS 
CFQ 
HADS, HADS-A and HADS-D 
SF-36 
Chalder fatigue scale 
ESS 
OGS - 5 items, each graded 0-4 
t-tests statistics 

Van Hoof and 
De Meirleir, 
200552 

To compare ME and CFS 
regarding cognitive problems 
and functionality using 
standardized objective test 
batteries. 

CDC (Fukuda, 1994) 
London criteria for ME (National 
Task Force, 1994) 

SF-36 
MFI-20 
KPS 
Exercise 
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Author, year Total N/populations Eligibility criteria/recruitment methods 
Lewis, et al., 
201353 

179 subjects recruited; study 
sample includes 25 subjects >50 
years matched by sex and length of 
history for 25 CFS subjects ages 16- 
29 years 

Inclusion: Attending the clinic between November 2008 and June 2011 and diagnosed with 
CFS using CDC (Fukuda, 1994) criteria. 
Exclusion: Secondary causes for fatigue (such as hypothyroidism, diabetes), fulfilled CDC 
(Fukuda, 1994) exclusionary criteria. 
Recruitment: Consecutive patients attending the Northern Regional Department of Health 
Funded CFS Clinical Service (Newcastle upon Tyne, UK) with a diagnosis of CFS using Fukuda 
criteria. 

Van Hoof and 
De Meirleir, 
200552 

67; 41 with CFS and 26 with ME Inclusion: Patients visiting the outpatient Chronic Fatigue clinic to be screened for CFS or ME 
and fulfilled either the CDC (Fukuda, 1994) criteria for CFS or the London criteria for ME. 
Exclusion: NR 
Recruitment: Recruited from Chronic Fatigue Clinic of the Vrije Universiteit Brussel. Recruited 
consecutive patients, and every second patient was enrolled. 
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Author, year Findings 
Lewis, et al., 201353 Age 16-29 years vs. ≥50 years; only significant results reported here 

Mean (SD) BMI (kg/m2): 22 (3) vs. 26 (3); p=0.002 
Mean (SD) FIS: 85 (33) vs. 107 (27); p=0.02 
Mean (SD) Chalder Fatigue severity scale (0-56 scale, lower score indicates better health): 9 (3) vs. 11 (1); 
p=0.002 
Mean (SD) HADS-D: 7 (3) vs. 10 (4); p=0.005 
Mean (SD) total SF-36 score (0-100, higher scores indicate better health): 20 (5) vs. 16 (5); p=0.03 
Mean (SD) self-efficacy scores: 31 (12) vs. 22 (14); p=0.02 
Mean (SD) heart rate (bpm): 80 (15) vs. 71 (8); p=0.007 
Mean (SD) LVET (ms): 274.6 (16) vs. 285.8 (9); p=0.004 
Mean (SD) LFnu: 51.5 (17) vs. 63.8 (18); p=0.01 
Mean (SD) HFnu: 49.1 (18) vs. 36.2 (18); p=0.01 
Mean (SD) LF/HF: 1.5 (0.9) vs. 2.2 (1.4); p=0.04 
Mean (SD) BRS: 19.7 (12) vs. 9.9 (5); p=0.0004 
Autonomic and hemodynamic differences: higher LVET (p=0.004), heigh LFnu (p=0.01), higher HFnu (p=0.01), higher LF/HF 
(p=0.04), lower BRS (p=0.0004) for the subjects >50 vs. those age 16-26. No difference in HR, systolic BP, diastolic BP, mean BP, 
total HRV, BEI, or systolic BP with active stand. 

Van Hoof and 
De Meirleir, 200552 

CFS vs. ME 
Demographic differences; only significant differences reported here 
Mean age (SD): 43 (10) vs. 34 (7) years; p=0.001 
Mean (SD) SF-36 subscale scores (0-100 scale, higher scores indicate better health) 
Role emotional: 62 (44.05) vs. 83 (31.05); p=0.024 
Mental health: 60 (17.90) vs. 69 (13.41); p=0.049 
Mean (SD) MFI-20 (4-20 scale, lower score indicates better health) 
General fatigue: 18 (2.73) vs. 17 (2.88); p=0.029 
Physical parameters; only significant differences reported here 
Mean (SD) age predicted heart rate (bpm): 178.04 (10.67) vs. 185.57 (6.64); p=0.049 
Mean (SD) VO2 predicted: 26.81 (3.66) vs. 29.39 (2.28); p=0.049 
Note: Only the Role Emotional SF-36 subscale seemed able to discriminate ME patients from CFS patients. The analysis correctly 
classified 59.7% of the cases. 73% of the ME cases, and 
51% of the CFS patients were correctly classified. 

Abbreviations: ACR= American College of Rheumatology; AMI= acute myocardial infarction; BEI= baroreflex effective index; BMI= body mass index; BP= blood pressure; 
bpm= beats per minute; BRS= baroreflex sensitivity; CDC= Centers for Disease Control and Prevention; CFIDS= chronic fatigue and immune dysfunction syndrome; CFQ= 
cognitive failures questionnaire; CFS= chronic fatigue syndrome; CHF= congestive heart failure; DM= depressed mood; DSM-IV= Diagnostic and Statistical Manual fourth 
edition; ESS= Epworth sleepiness scale; FIS= fatigue impact scale; GHQ= general health questionnaire; HADS= Hospital Anxiety and Depression Scale; HADS-A= anxiety 
subscale of HADS; HADS-D= depression subscale of HADS; HF= high frequency; HFnu= high frequency normalized units; HR= heart rate; HRV = heart rate variability; HTN= 
hypertension; ICF= idiopathic chronic fatigue; kg= kilogram; KPS= Karnofsy Performance Scale; LF= low frequency; LFnu= low frequency normalized units; LVET= left 
ventricular ejection time; m= meter; MANOVA= multivariate analysis of variance; ME= myalgic encephalomyelitis; MFI-20= Multidimensional fatigue inventory; MI = 
myocardial infarction; MOS-SF= medical outcomes study short form; ms = milliseconds; MS= multiple sclerosis; NIH = National Institutes of Health; NR= not relevant; NS= not 
significant; OGS= orthostatic grading scale; PCP = primary care physician; PEM= post exertional malaise; RA= rheumatoid arthritis; SCID= structured clinical interview for 
DSM-IV; SD= standard deviation; SF-36= 36-item Sort Form Survey; UK= United Kingdom; VO2= volume oxygen; vs.= versus 
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Table G2. Evidence table of included studies of methods used to diagnose ME/CFS 
Author, year Objectives Case definition Study design/outcome measures Total N/populations 
Davenport, et al., 
201160 
 

To determine the validity and 
reliability of the SF-36 in sub- 
groups of individuals with fatigue. 

CDC (Fukuda, 1994) Each subject completed the SF-36 and MFI-20 prior to and 1 
week after completing 2 maximal cardiopulmonary exercise tests 
approximately 24 hours apart. 
Procedures: pedaling for <1 minute, then workload was 
increased 15 watts/minute until voluntary exhaustion. 
Outcomes: Each subject completed a questionnaire with open- 
ended questions about recovery (operationally defined as full 
return to pre-test symptoms and activity levels). 

30;16 with CFS and   
disabled sedentary c  
United States; 100%  
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Author, year Eligibility criteria/recruitment methods Statistical methods 
Davenport, et al., 
201160 
 

Inclusion: Patients meeting CDC (Fukuda, 1994) criteria for CFS, as 
confirmed by a recruiting physician. 
Exclusion: Other fatiguing health conditions. Recruitment: 2 
physicians who specialized in the clinical management of CFS 
referred subjects with CFS into the study. Another sample of 
otherwise non-disabled sedentary individuals (exercising to the point 
of perspiration 1 time per week or less) were recruited to participate 
as control subjects. Effort made to match CFS and control subjects on 
sex, age and BMI. 

Pairwise comparison between groups, intraclass 
correlation coefficients for the SF-36 scores 
using formula 2.1. 
Strength of reproducibility among the variables 
based on Munro’s criteria (very low=0.15-0.24, 
low=0.25-0.49, moderate=0.50-0.69, high=0.79- 
0.89, and very high=0.90-1.00). 
Content and concurrent validity assessed using 
Mann-Whitney U test for significance between 
means, and Spearman’s rho for bivariate 
correlations. Predictive validity using ROC curve 
analysis to estimate the value of the SF-36 score 
needed to predict failure to achieve self-reported 
recovery following cardiopulmonary exercise 
tests at 1 day and 1 week. 
Sensitivity to change of SF-36 sub-scale scores 
determined by calculating minimal detectable 
change outside a 95% CI for each sub-scale. 
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Author, year Findings Conclusions 
Davenport, et al., 
201160 
 

The diagnostic accuracy of SF-36 v2 subscales to predict recovery within 1 week: ROC AUC analysis was significant for the 
role emotional (AUC: 0.875; 95% CI, 0.699 to 1.00, p<0.01), vitality (AUC: -0.792; 95% CI, 0.630 to 0.953, p<0.05) and 
bodily pain (AUC: 0.829; 95% CI, 0.681 to 0.977, p<0.01). Their cut scores were identified as 71%, 22%, and 39% 
respectively. 
AUC (95% CI), sensitivity, specificity, positive likelihood ratio, negative likelihood ratio 
Subscales of SF-36 for failure to recover at 1 day 
Physical function: 0.880 (0.697 to 1.00, p=0.001), 0.82, 0.82, 4.5, 0.21 
Role physical : 0.865 (0.706 to 1.00, p=0.001), 0.79, 0.88, 6.9, 0.23 
Bodily pain: 0.911 (0.764 to 1.00, p<0.001), 0.85, 0.81,4.4, 0.18 
General health: 0.898 (0.000 to 1.00, p<0.001), 0.85, 0.81, 4.4, 0.18 
Role emotional 0.659 (0.449 to 0.869, p=0.157) 
Vitality: 0.836 (0.672 to 1.00, p=0.003), 0.85, 0.81, 4.4, 0.18 
Social function: 0.854 (0.695 to 1.00, p=0.002), 0.79, 0.90, 0.79, 0.23 
Mental health: 0.672 (0.467 to 0.876, p=0227) 
 Health transition: 0.424 (0.180 to 0.669, p=0.551)  
Subscales of SF-36 v2 for failure to recover at 1 week 
Physical function: 0.771 (0.594 to 0.947, p=0.061) 
Role physical: 0.717 (0.531 to 0.903, p=0.133) 
Bodily pain: 0.829 (0.681 to 0.977, p=0.009), 0.90, 0.58, 2.2, 0.17 
Role emotional: 0.875 (0.699 to 1.00, p=0.009), 0.90, 0.58, 2.2, 0.17 
Vitality: 0.792 (0.630 to 0.953, p=0.043), 0.88, 0.58, 2.1, 0.20 
Social function: 0.683 (0.438 to 1.00, p=0.204) 
Mental health: 0.742 (0.483 to 1.00, p=0.094) 
General health: 0.758 (0.550 to 0.967, p=0.073) 
Health transition: 0.242 (0.00 to 1.00, p=0.073) 

Differential importance of SF-36 
subscales for varying levels of dis  
severity (different set of subscales  
found to predict failure to recover   
day vs. 1 week). Role emotional 
subscale was found to be significa  
and robustly predictive of recovery   
week, in addition to vitality and bo  
pain. 
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Author, year Objectives Case definition Study design/outcome measures Total N/populations 
Davenport, et al., 
201161  

To determine the diagnostic 
accuracy for single symptoms 
and clusters of symptoms to 
distinguish between individuals 
with and without CFS; specifically 
to look at recovery duration after 
standardized exercise challenge, 
single PEM symptoms and 
clusters of PEM symptoms to 
predict presence of CFS. 

CDC (Fukuda, 1994) Each subject completed 2 maximal cardiopulmonary exercise 
tests approximately 24 hours apart. 
Procedures: pedaling for <1 min, then workload was increased 
14 watts/min until voluntary exhaustion. 
Outcomes: 7 days after the cardiopulmonary exercise test, each 
subject completed a questionnaire with open-ended questions: 
how they felt immediately after the exercise test, how they felt 
the next day and how long it took them to recover from the test; 
also asked to describe symptoms they may have experienced as 
a result of the test. 

30; 16 with CFS and   
disabled sedentary c  
United States; 100%  

Gaab, et al., 
200466 

To assess the associations 
between psychological morbidity, 
symptoms severity , CFS duration 
and the extent of neuroendocrine 
dysregulations in CFS patients 
using a centrally acting stress 
paradigm. 

CDC (Fukuda, 1994) and Oxford 
(Sharpe, 1991) 

Insulin tolerance test performed at 9am after overnight fast: 
measures of glucose , ACTH, plasma total cortisol and salivary 
free cortisol collected at 20, 30, 45, 60, 90, and 120 minutes 
after injection of insulin (0.15U/kg H-insulin). 
German translation of the Fatigue Scale (Chalder, 1993). 

42; 21 patients with   
21 healthy controls. 
Germany; 43% fema  

G-22 



 

 
 

Author, year Eligibility criteria/recruitment methods Statistical methods 
Davenport, et al., 
201161  

Inclusion: Subjects meeting CDC (Fukuda, 1994) criteria, history of 
fatigue lasting >6 months, unexplained by another physical, or 
psychological health condition. 
Exclusion: NR 
Recruitment: Convenience sample. Controls were non-disabled 
sedentary individuals (exercising to the point of perspiration one time 
per week or less). Effort made to match CFS and control subjects on 
sex, age and BMI. 

Descriptive statistics, paired t-tests, chi-square, 
sens/spec, ROC curve analysis for AUC. 

Gaab, et al., 
200466 

Inclusion: Fulfillment of symptom requirements listed in postal 
questionnaire containing CDC (Fukuda, 1994) and Oxford 
(Sharpe,1991) requirements. 
Exclusion: Medical or psychiatric diagnosis defined as exclusion 
criterion by CDC (Fukuda, 1994) criteria. 
Recruitment: Patients contacted through German self-help 
organization and screened for inclusion via postal 
questionnaire. 

chi-square, ANOVA/ANCOVA, Pearson 
correlations, AUC. 
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Author, year Findings Conclusions 
Davenport, et al., 
201161 

No difference between groups in terms of cardiopulmonary exercise test duration. 
At 1-week followup, 93% of controls reported full recovery within 24 hours vs. 25% of the CFS 
subjects. ROC AUC for failure to recover within 1 day: 0.864, p=0.001 
ROC AUC for failure to recover within 7 days: 0.598, p=0.371 
≥3 symptoms: AUC 0.871 (p=0.001; 95% CI 0.717 to 1.00), sensitivity: 0.93, specificity: 0.81, +LR 4.5; -LR 0.09 
a final model including prioritized variables (according to logistic regression) included immune dysfunction, sleep 
disturbance, and pain: this model predicts 88% of CFS subjects and 92% of control subjects accurately 
AUC (95% CI), sensitivity, specificity, positive likelihood ratio, negative likelihood ratio 
Diagnostic accuracy of individual symptoms 
Fatigue: 0.750 (0.564 to 0.936, p<0.05), 0.70, 1.0, --, 0.30 
Muscle stiffness: 0.603, (0.397 to 0.808, p=NR), 0.64, 0.56, 1.5, 0.64 
Autonomic dysfunction: 0.643, (0.442 to 0.843, p=NR), 0.27, 0.58, 0.64, 1.3 
Neuroendocrine dysfunction: 0.808, (0.645 to 0.971, p<0.01), 0.92, 0.72, 3.3, 0 
Immune dysfunction: 0.719, (0.533 to 0.904, p<0.05), 1.0, 0.61, 2.6, 0 
Pain: 0.772, (0.597 to 0.947, p<0.01), 0.85, 0.71, 2.9, 0.21 
Sleep disturbance: 0.839, (0.687 to 0.992, p<0.01), 0.92, 0.76, 3.8, 0.11 
Other: 0.487, (0.276 to 0.697, p=NR) , 0.50, 0.41, 0.85, 1.2 

The optimal number of PEM symp   
≥3 to distinguish between CFS an  
control subjects. 

Gaab, et al., 
200466 

AUC of the ACTH response vs.duration of CFS: -0.69, p=0.005 
AUC of the ACTH response vs.Chalder fatigue scale total score: -0.41, p=0.045 
AUC of the ACTH response vs.HADS depression scale: -0.53, p=0.014 
AUC of the ACTH response vs.HADS anxiety scale: -0.63, p=0.003 
AUC of the ACTH response vs.SIP-8 total score: 0-0.29, p=0.12 
 
AUC of the plasma cortisol response vs.duration of CFS: 0.10, p=0.34 
AUC of the plasma cortisol response vs.Chalder fatigue scale total score: 0.11, p=0.34 
AUC of the plasma cortisol response vs.HADS depression scale: 0.09, p=0.36 
AUC of the plasma cortisol response vs.HADS anxiety scale: -0.12, p=0.32 
AUC of the plasma cortisol response vs.SIP-8 total score: -0.38, p=0.32 
 
AUC of the salivary free cortisol response vs.duration of CFS: -0.06, p=0.41 
AUC of the salivary free cortisol response vs.Chalder fatigue scale total score: 0.12, p=0.32 
AUC of the salivary free cortisol response vs.HADS depression scale: 0.31, p=0.11 
AUC of the salivary free cortisol response vs.HADS anxiety scale: 0.15, p=0.27 
AUC of the salivary free cortisol response vs.SIP-8 total score: 0.32, p=0.09 

CFS patients had reduced integra  
ACTH response to insulin challen  
Cortisol responses were normal in  
patients. Concurs with theory of d  
corticotrophin releasing hormone 
secretion and compensatory up- 
regulation of adrenal sensitivity am  
CFS patients. 
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Author, year Objectives Case definition Study design/outcome measures Total N/populations 
Gaab, et al., 
200267 

To explore alterations in negative 
feedback control of the HPA axis 
in patients with CFS. 

CDC (Fukuda, 1994) Salivary cortisol measured on 3 consecutive days: waking, and 
15, 30, 45, and 60 minutes thereafter; also 8am, 11am, 3pm, 
and 8pm. All subjects completed visual analog scale for pain 
and fatigue, MFI-20, SIP-8, HADS, BDS and SCL-90R before 
during and after the sampling dates. 

35; 18 CFS patients   
controls. Germany; 5  
female. 

Gaab, et al., 
200568 

To assess the LPS-induced 
production of pro-inflammatory 
cytokines before and after a 
standardized psychological 
stress test in CFS patients and 
healthy controls and relate these 
finding to HPA responses and 
general fatigue syndromes. 

CDC (Fukuda, 1994) and Oxford 
(Sharpe, 1991) 

ACTH, plasma cortisol, salivary cortisol, differential blood count, 
IL-6 and TNF-alpha (baseline, and 10, 60 minutes after the 
TSST) 
German translation of the Fatigue Scale (Chalder 1993), SIP-8, 
SCL-90R, HADS 
All subjects underwent the TSST: after basal blood and saliva 
samples were taken they were told to prepare for a fake job 
interview, then given a mental arithmetic task in front of an 
audience and told they would be videotaped for further analysis 
of their behavior. 

41; 21 CFS patients   
controls. Germany; 4  
female. 

G-25 



 

 
 

Author, year Eligibility criteria/recruitment methods Statistical methods 
Gaab, et al., 
200267 

Inclusion: Fulfillment of symptom requirements listed in postal 
questionnaire containing CDC (Fukuda, 1994) and Oxford 
(Sharpe 
1991) requirements, acute onset of CFS, ages 30-50 years, no 
current use of antidepressant, anziolytic, antibiotic, antihypertensive, 
or steroid. 
Exclusion: Medical or psychiatric diagnosis defined as exclusion 
criterion by CDC (Fukuda, 1994) criteria, cause for chronic fatigue on 
routine laboratory testing, thyroid hormone levels indicative of 
hypofunction and primary adrenal insufficiency. 
Recruitment: Patients contacted through German self-help 
organization and screened for inclusion via postal questionnaire. 
Patients were matched for age and sex with 21 healthy volunteer 
control subjects, randomly recruited by telephone. 

Repeated measures ANOVA. Used log- 
transformed cortisol values because they were 
not normally distributed. AUC (total) calculated 
using trapezoidal method relative to baseline. 

Gaab, et al., 
200568 

Inclusion: Fulfillment of symptom requirements listed in postal 
questionnaire containing CDC (Fukuda, 1994) and Oxford 
(Sharpe,1991) requirements, acute onset of CFS, ages 30-50 
years, no 
current use of antidepressant, anziolytic, antibiotic, antihypertensive, 
or steroid. All patients medically examined by the same physician, and 
interviewed by a trained psychologist. 
Exclusion: Medical or psychiatric diagnosis defined as exclusion 
criterion by CDC (Fukuda, 1994) criteria, cause for chronic fatigue on 
routine laboratory testing. 
Recruitment: Patients contacted through German self-help 
organization and screened for inclusion via postal questionnaire. 
Patients were matched for age and sex with 21 healthy volunteer 
control subjects, free of medication, randomly recruited by telephone. 

AUC calculated using trapezoidal method 

G-26 



 

 
 

Author, year Findings Conclusions 
Gaab, et al., 
200267 

There was no difference in the AUC for awakening salivary cortisol on days 1 and 2 for CFS group vs. control. The 
decrease in salivary cortisol was lower for all subjects after administration of dexamethasone; with a stronger decrease in 
patients with CFS:12.16, p=0.003 
AUC for awakening cortisol on day 3 for CFS subjects vs.controls: 6.6 (0.9) vs.23.4 (5.2), F=22.43, p<0.000. 
AUC for circadian cortisol profile on day 3 for CFS subjects vs.controls: 5.67 (0.9) vs.11.67 (1.5), F=10.60, p=0.002. 
All subscales of the MFI-20, HADS, SCL-90R and SIP-8 were significantly different for CFS subjects vs.controls. See table 
in paper for subscales; totals reported here: 
MFI-20 F=67.5, P<0.000 
HADS: F=24.6, p<0.000 
SCL-90R: F=27.5, p<0.000 
SIP-8 F=12.81, p<0.000 

CFS subjects show normal increa   
salivary free cortisol after awaken   
exhibit an almost similar circadian 
salivary cortisol profile. After 
administration of 0.5 mg of 
dexamethasone at 11pm, both sa  
free cortisol profiles were suppres   
both groups; but in CFS group the  
remained suppressed for the entir   

Gaab, et al., 
200568 

The HADS, SCL-90R and SIP-8 scores were all significantly higher in the CFS group 
AUC for IL-6 vs. Chalder fatigue scale total score: CFS 0.46, p=0.02; control 0.18, p=0.22 
AUC for IL-6 vs.Chalder fatigue scale mental fatigue: CFS 0.26, p=0.13 vs.control 0.16, p=0.25 
AUC for IL-6 vs.Chalder fatigue scale physical fatigue: CFS 0.51, p=0.01 vs.control 0.19, p=0.21 
AUC for TNF-alpha vs.Chalder fatigue scale total score: CFS 0.60, p=0.002 vs.control 0.16, p=0.25 
AUC for TNF-alpha vs.Chalder fatigue scale mental fatigue: CFS 0.40, p=0.04 vs.control 0.16, p=0.25 
AUC for TNF-alpha vs.Chalder fatigue scale physical fatigue: CFS 0.58, p=0.003 vs.control 0.16, p=0.25 

CFS patients had significantly red  
ACTH response in the psychosoc  
stress test, not followed by a simil  
different in cortisol parameters. C  
patients had an inverted pro- 
inflammatory cytokine response to  
compared to controls. This confirm   
reports - decreased NF-kB activity  
response to stress could be a pos  
intracellular mechanism to mediat   
assumed increase glucocorticoid 
sensitivity. 
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Author, year Objectives Case definition Study design/outcome measures Total N/populations 
Jason, et al., 
201165 

To identify the most appropriate 
SF-36 subscales for 
differentiating CFS patients. 

CDC (Fukuda, 1994) 
SF-36 

ROC curve analysis including AUC. 193; 2 populations:   
recruited from tertiar   
and 2) 32 communit   
sample with 47 in a  
fatigued control grou  
United States; 58%  
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Jason, et al., 
201056 

To evaluate the CDC Empiric 
CFS definition (Reeves et al., 
BMC Medicine 2005) which 
assesses 3 areas: disability SF- 
36), fatigue (MFI-20) and 
symptoms (CDC symptom 
inventory). Aim to determine 
specific instruments and cutoffs 
to facilitate a more reliable 
approach to assessment of CFS. 

Diagnosis of CFS made by dual 
rating by physicians, with review by 
3rd if any disagreement. Based on 
medical history and physical 
examination (including 18 point 
fibromyalgia evaluation), SCID, and 
laboratory evaluation. Used 
refinement of Fukuda, 1994 as 
recommended by International 
Research group and the CDC 
(Reeves, Lloyd et al BMC health 
services research vol 3, 2003). 

Compares MFI-20 vs. SF-36 vs. CDC symptoms Inventory 213 adults from com  
based sample from 
neighborhoods in Ch  
(see above). Final s  
n= 10824 who had C   
84 who did not. Unit  
States; female NR. 
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Author, year Eligibility criteria/recruitment methods Statistical methods 
Jason, et al., 
201165 

Tertiary care sample 
Inclusion: Participants ages ≥18 years, not pregnant, able to read 
and speak English, and physically capable of attending the 
sessions. CFS diagnosis according to CDC (Fukuda, 1994) criteria. 
Exclusion: Exclusionary psychiatric diagnoses according to CDC 
(Fukuda, 1994) criteria. 
Recruitment: 114 patients recruited from physician referrals, 
newspaper advertisements, and CFS support groups; they were 
administered a structured clinical interview and medical/laboratory 
evaluation. 
Community sample 
Inclusion: Self report of chronic fatigue and the concurrent 
occurrence of ≥4 core symptoms listed in CDC (Fukuda, 1994) case 
definition. 
408 with chronic fatigue and symptoms that met the Fukuda CFS 
case definition by self-report. (Therefore termed, “CFS-like”; Of these 
166 completed a structured psychiatric interview; 2 independent rates 
from a team of 4 physicians and a psychiatrist used Fukuda criteria to 
rate each patient’s file.) 
Exclusion: Exclusionary medical or psychiatric conditions detected in 
evaluation. 
Recruitment: Of 18,675 interviewees in a community-based 
prevalence survey (stratified random sample of adults ages >18 years 
from several neighborhoods in Chicago). The control group was 
randomly selected from those who screened negative. 

ROC curve analysis with AUC 
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Jason, et al., 
201056 

Inclusion: Self report of chronic fatigue and the concurrent occurrence 
of ≥4 core symptoms listed in CDC (Fukuda, 1994) case definition. 
408 with chronic fatigue and symptoms that met the Fukuda CFS 
case definition by self-report (Therefore termed, “CFS-like”; Of these 
166 completed a structured psychiatric interview; 2 independent rates 
from a team of 4 physicians and a psychiatrist used Fukuda criteria to 
rate each patient’s file.) 
Exclusion: Exclusionary medical or psychiatric conditions detected in 
evaluation. 
Recruitment: Of 18,675 interviewees in a community-based 
prevalence survey (stratified random sample of adults ages >18 years 
from several neighborhoods in Chicago). 

ROC analysis with AUC. 
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Author, year Findings Conclusions 
Jason, et al., 
201165 

Community-based sample (cases vs. controls) 
AUC (SE) by subscale of SF-36 
Vitality: 0.88 (0.04) 
Social functioning: 0.87 (0.04) 
Role-physical: 0.86 (0.04) 
Bodily pain: 0.85 (0.04) 
Physical Functioning: 0.84 (0.05) 
General Health: 0.80 (0.05) 
Mental Health: 0.75 (0.06) 
Role-Emotional: 0.67 (0.07) 
Tertiary care-based sample (cases vs. community controls) 
AUC (SE) by subscale of SF-36 
Vitality: 0.91 (0.03) 
Social functioning: 0.87 (0.04) 
Role-physical: 0.91 (0.03) 
Bodily pain: 0.86 (0.04) 
Physical Functioning: 0.87 (0.04) 
General Health: 0.91 (0.35) 
Mental Health: 0.71 (0.05) 
Role-Emotional: 0.63 (0.05) 

SF-36 subscales of vitality, social 
functioning, and role-physical hav   
best sensitivity and specificity and  
thresholds. 
 
Note: this paper also cites discrim  
by SF-36 subscales based on lite  
review included in this paper but n   
focus of the paper (9 studies repo   
36 subscales comparing CFS pat  
and a non-ill control group). 
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Jason, et al., 
201056 

AUC, sensitivity, specificity 
MFI-20 subscale 
General fatigue: 0.69, 74%, 39% 
Reduced activity: 0.64, 74%, 50% 
Meeting Reeves fatigue criteria: 0.61, 95%, 27% 
CDC Symptom Inventory 
Meeting Reeves core symptoms criteria (total): 0.69, 59%, 73% 
SF-36 subscale 
Physical functioning: 0.60, 68%, 51% 
Role physical: 0.66, 82%, 51% 
Social functioning: 0.62, 74%, 35% 
Role emotional: 0.57, 73%, 44% 
Meeting Reeves substantial reductions criteria: 0.56, 96%, 17% 
Meeting Reeves CFS criteria: 0.70, 65%, 76% 

CDC empirical CFS definition iden  
approximately 65% of those with C  
“When diagnostic tests lack reliab  
and accuracy, the quality of treatm  
and clinical research can be 
significantly compromised.” 
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Author, year Objectives Case definition Study design/outcome measures Total N/populations 
Hadzi-Pavlovic, et 
al., 200064 

To develop and evaluate the 
SOFA/CFS instrument for 
identifying CFS. 

Met clinical criteria for CFS, 
recruited for another study - Lloyd, et 
al., 1990; also diagnostic confidence 
rating assigned with consensus 
between investigator and patient’s 
physician. 

General Health Questionnaire 
5 items from the Zung depression Scale 
Chronic Fatigue Symptoms Checklist 
Somatization Checklist (39 physical symptoms) 

Final n=613, plus 43   
controls, and 1,593  
care attenders. Unite  
Kingdom; 66%. 

Linder, et al., 
200263 

To investigate different 
approaches to establish sets of 
clinical classification criteria to 
distinguish CFS from systemic 
lupus erythematosus and 
fibromyalgia. Used self-learning 
artificial neural network to general 
diagnostic criteria sets for CFS, 
and vs. traditional classification 
criteria. 

Oxford (Sharpe, 1991) All 198 subjects were randomly assigned to 1 of 2 groups for 
development and validation (group A n=158 and group B n=40) 

198; 99 CFS, 41 sys  
lupus erythematosus   
fibromyalgia. Germa   
female. 

Tiev, et al., 200362 To determine if high ratio of 
Rnase L isoforms identify CFS 
subjects. 

CDC (Fukuda, 1994) MFI-20 administered to both groups. 
All had Rnase L isoform ratio measured from PBMC’s. 

11; 6 women and 5   
14 healthy controls.  
64% female. 
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Author, year Eligibility criteria/recruitment methods Statistical methods 
Hadzi-Pavlovic, et 
al., 200064 

Inclusion: Patients with CFS diagnosis. 
Exclusion: Patients who did not have complete data, those who did 
not report any current fatigue, those for whom a diagnostic confidence 
rating was unavailable, and those whos diagnostic confidence rating 
suggested that the original diagnosis of CFS was unreliable. 
Recruitment: 770 subjects with initial clinical diagnoses of CFS were 
sent followup questionnaire; 624 responded; 613 had usable data. Of 
those, 368 met final inclusion criteria for CFS. Each CFS subject 
gave a questionnaire to non-CFS acquaintance (452) and 430 for 
control. In addition, 1,593 consecutive attenders at primary care 
completed the self-report scales 

Latent class analysis, ROC curves. 

Linder, et al., 
200263 

Inclusion: Patients with the leading symptom of severe fatigue >6 
month duration, where known medical causes for fatigue had been 
excluded. 
Exclusion: Known medical causes for fatigue, primary psychiatric 
disorders. 
Recruitment: Patients were recruited from an outpatient population 
by the study physicians using a predefined standardized examination 
procedure. Patients with systemic lupus erythematodes and 
fibromyalgia who also presented with fatigue were also recruited as a 
comparison group. 

Compared 4 methods to develop criteria sets for 
the classification of CFS: 
a) traditional non-weighted use of classification 
criteria, 
b) the weighting of criteria with regression 
coefficients, 
c) regression tree analysis, and 
d) an artificial neural network (back 
procrastination method). 

Tiev, et al., 200362 Inclusion: Patients fulfilling CDC (Fukuda, 1994) criteria. 
Exclusion: NR 
Recruitment: NR 
Control group consisted of 14 matched healthy volunteers. 

Using 0.4 as the cutoff for Rnase L isoform ratio. 
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Author, year Findings Conclusions 
Hadzi-Pavlovic, et 
al., 200064 

Initial phase: clinical sample and their selected controls. 10 items with highest loadings on the first factor - total score of 
these 10 items. 
Sensitivity, specificity 
A cut-off score of 1/2 classified 341/368 CFS cases and 409/430 control subjects correctly: 93%, 95% 
Kraemer’s QROC: 87%, 89% 
Including the 69 CFS subjects who had a diagnosis other than CFS or for whom there was low confidence in the diagnosis 
as “non-cases” did not change the sensitivity, but reduced the specificity to 83% 
QROC: 86%, 65% 
LCA performed on 368 CFS subjects only 
Sensitivity, specificity 
Cut-off of >2: 
3 class: 100%, 90% 
4 class: 97%, 98% 
Cut-off of >3: 
3 class: 81%, 100% 
4 class: 66%, 100% 

Recommend SOFA/GP instructme   
cutoff score ≥3 to maximize speci  
Longitudinal LCA analysis indicate   
symptoms constructs are identafia  
cross-sectionally by the SOFA/GP   
that they are stable over time. 

Linder, et al., 
200263 

Sensitivity, specificity, accuracy 
Applied traditional CDC (Holmes, 1988) definition (group A): 62.6%, 93.9%, 78.3% 
Traditional format classification criteria in validation cohort (group B): 90.0%, 65.0%, 77.5%. 
Three symptoms: sudden onset of fatigue, sore throat, and impaired vision have the greatest discriminatory power in 
differentiating CFS from systemic lupus erythematosus and fibromyalgia. 
Weighting of classification criteria with regression coefficients in validation cohort (group B): 90.0%, 75.0%, 82.5% (optimum 
accuracy is obtained using sudden onset of fatigue, sore throat, and irritability (positive associations); negative associations 
with GI disturbances, allergies and dyspnea) 
Regression tree analysis in the validation cohort (group B): 95.0%, 80.0%, 87.5% (at most, 5 symptoms need to be 
ascertained before a classification can be made) 
Artificial neural network in the validation cohort (group B): 95.0%, 85.0%, 90.0% (uses 24 of the 26 symptoms) 

Each method improved upon the  
methods for distinguishing CFS fr  
systemic lupus erythematosus an  
fibromyalgia. The artificial neural 
network was superior to other me  
tested. Both regression methods a  
led to good classification of CFS. 
CFS symptoms with greatest accu  
were acute onset of fatigue and s  
throat. 

Tiev, et al., 200362 Sensitivity: 91% 
Specificity: 71%. 

In absence of infection or inflamm   
high RNase L isoform ratio could 
distinguish CFS subjects from hea  
controls. 
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Author, year Objectives Case definition Study design/outcome measures Total N/populations 
Watson, et al., 
201469 

To determine the sensitivity, 
specificity and accuracy of a 
symptoms threshold for the 
DePaul Symptom Questionnaire 
for identification of ME/CFS as 
identified by 3 different case 
definitions: Fukuda 1994, the 
Canadian ME/CFS 2003 criteria 
and the 2011 ME-ICC criteria. 

CDC (Fukuda, 1994) 
Canadian (Carruthers, 2003) 
ME-ICC (Carruthers, 2011) 

DePaul Symptom Questionnaire; computerized thresholding 
usinga k-means clustering approach. 

3 cohorts:   
283; 187 with CFS a   
controls 
313; 233 with CFS a   
controls 
95 with suspected C  
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Author, year Eligibility criteria/recruitment methods Statistical methods 
Watson, et al., 
201469 

Inclusion: suspected CFS with referral or self-reported CFS 
Exclusion: NR 
Recruitment: DePaul sample - 187 patients recruited through 
internet and 96 controls recruited from undergraduate university 
population; Biobank sample - 233 patients and 80 controls recruited 
through internet; Newcastle sample - 95 patients recruited from 
among referrals to CFS clinic (suspect CFS diagnosis). 

Sensitivity, specificity and accuracy of the k- 
means clustering algorithm set to find two 
clusters (threshold for symptom present vs 
symptom not present). 
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Author, year Findings Conclusions 
Watson, et al., 
201469 

Sensitivity, specificity, accuracy for case deffitionion 
Unsupervised thresholding (UT): 
CDC (Fukuda, 1994): 83.1, 85.8, 83.8; Canadian (Carruthers, 2003): 82.9, 87.5, 84.1; ME-ICC (Carruthers, 2011): 74.4, 
91.5, 78.7 
Supervised thresholding: 
CDC (Fukuda, 1994): 80.8, 86.4, 82.2; Canadian (Carruthers, 2003): 85.8, 87.5, 86.3; ME-ICC (Carruthers, 2011): 89.9, 
81.3, 87.7 
Two-two static threshold: 
CDC (Fukuda, 1994): 80.8, 85.8, 82.1; Canadian (Carruthers, 2003): 77.9, 89.8, 80.9; ME-ICC (Carruthers, 2011) 67.4, 91.5, 
73.5 (sensitivity and accuracy for Fukuda and ME-ICC p=0.01 vs. UT) 
One-one static threshold: 
CDC (Fukuda, 1994): 98.1, 42.0, 83.8 (p=0.01 vs. UT for sensitivity and specificity); 
Canadian (Carruthers, 2003): 97.3, 50.0, 85.2 (p=0.01 vs. UT for sensitivity and specificity); ME-ICC (Carruthers, 2011): 
93.4, 52.8, 83.1 (p=0.01 vs. UT for sensitivity and specificity) 

K-means clustering as a diagnost   
is at least as good as other diagno  
methods 

* = note this is one item from the questionnaire used for case definition 
† = Energy quotient score calculated by dividing the perceived available energy by the amount of expended energy and multiplying by 100; if > 100 then person is outside their 
energy envelope. 
Abbreviations: ACTH= adrenocorticotropic hormone; am= ante meridiem; ANCOVA= analysis of covariance; ANOVA= analysis of variance; AUC= Area under the curve; 
BDS= Beck depression scale; BMC= BioMed Central; BMI= body mass index; CDC= Centers for Disease Control and Prevention; CFS= Chronic Fatigue Syndrome; CI= 
Confidence interval; coeff = coefficients; DSM-IV= Diagnostic and statistical manual fourth edition; GP= general practice; HADS= Hospital Anxiety and Depression Scale; HPA= 
hypothalamus-pituitary- adrenal axis; IL-6= interleukin - 6; kg= kilogram; LCA= latent class analysis; LPS= lipopolysaccharide; LR= likelihood ratio; MFI-20= Multidimensional 
fatigue inventory; mg= milligram; min = minute; n=sample size; NF-kB= nuclear factor kappa-light-chain-enhancer of activated B cells; NR= not reported; PBMC= peripheral 
blood derived mononuclear cell; PEM= post exertional malaise; pm= post meridiem; QROC= quality receiver operating characteristic; Rnase L= latent Ribonuclease; ROC= 
receiver operating characteristic; SCID= structural clinical interview for DSM-IV; SCL-90R= symptom checklist 90-revised; SE= standard error; sens= sensitivity; SF-36= 36-item 
Sort Form Survey; SF-SIP-8= Sickness Impact Profile 8-item; SOFA= schedule of fatigue and anergia; spec= specificity; TNF= tumor necrosis factor; TSST= Trier social stress 
test; U= unit; UT=unsupervised threshold; vol = volume; vs.= versus. 
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Table G3. Evidence table of included studies of harms of diagnosis 
Author, year Objective N/population Findings 
Åsbring, et al., 
200271 

To investigate whether patients 
with CFS and fibromyalgia 
experience stigma and to 
examine the strategies they use 
to avoid enacted stigma.  

N=25 women (12 CFS, 13 fibromyalgia) 
were interviewed to the point of 
saturation of themes regarding stigma. 

Two main aspects of stigmatization were reported 
1) Women experienced their moral character being called into 
question. 
2) They experienced distress from being psychologized by 
others, especially doctors (decided in advance that problems 
were ficticious or psychological; and that this experience was 
deeply violating). 

Assefi, et al., 
200372 

To examine self-reported 
disability in patients with CFS 
and fibromyalgia, subsyndromal 
fatigue, compared with 
chronically fatiguing but 
unrelated medical condition. 

N=555 (207 CFS, 76 fibromyalgia, 87 
CFS+fibromyalgia, 31 sybsyndromal 
fatigue, 154 medical conditions) of 630 
(88%) patients from a university CFS 
clinic responded to a survey about 
financial, occupational, and personal 
consequences of their illness.  

Disability outcomes reported by >20% of CFS (n=207) 
group  
Lower standard of living: 44% (92/207) 
Significant decrease in social life: 84% (174/207) 
Lost friends: 38% (79/207) 
Significant decrease in recreational activities: 90% (186/207) 
Of those CFS patients employed (n=119) 
Taking a new job requiring fewer skills: 25% (30/119) 
Took a substantial pay cut: 30% (35/119) 

Brimmer, et 
al., 201377 

To evaluate all patients referred 
to a CFS registry, to diagnose 
CFS according to CDC 
(Fukuda, 1994) criteria 

N=93 patients referred to CFS registry 
over the course of 1 year.  

Review of the CFS registry referrals 
33 patients were classified as having CFS, 13 as insufficient 
fatigue or symptoms and 47 patients as having an 
exclusionary condition. 24 (65%) of the provider-referred 
patients and 13 (35%) of the support group referral patients 
met criteria for CFS. 

Devasahayam, 
et al., 201278 

To assess the accuracy of 
diagnoses made by referrers to 
a CFS service 

N=418 referrals received to CFS service.  Analysis of referral rejection letters 
52 (36%) of the reasons for rejected referrals were likely 
alternative pyschiatric diagnosis and 67 (35%) were likely 
alternative medical diagnosis.  

Deale, et al., 
200073 

To evaluate patient experience 
with psychiatric diagnoses in 
CFS patients; evaluate whether 
psychiatric illness is 
overdiagnoses in routine clinical 
practice among CFS patients.  

N=68 patients met Oxford criteria 
(Sharpe, 1991) for CFS completed a 
questionnaire asking about psychiatric 
diagnoses or labels given during their 
illness and then underwent interview to 
assess for those psychiatric disorders 
with the DSM III-R. 

Reported psychiatric diagnosis 
46% (31/68) given psychiatric diagnosis (usually depression) 
68% (21/31) given depression diagnosis were misdiagnosed 
35% (13/37) not given psychiatric diagnosis met DSM III-R 
criteria for treatable psychiatric disorder, present for ≥6 
months 
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Author, year Objective N/population Findings 
Dickson, et al., 
200774 

To understand participants’ 
prioritizations and 
understandings of CFS. 

N=14 people with with self-reported CFS 
were interviewed about living with CFS. 

Reported difficulties about living with CFS71% (10/14) 
experienced dealy in getting CFS diagnosis57% (8/14) were 
prescribed antidepressants for depression diagnosis instead 
of CFS diagnosisDescriptive resultsParticipants reported 
that they perceived many medical practitioners to hold 
stereotypical views of patients with CFS, namely that disease 
was either psychological or indicative of an affective disorder. 
Problems with friends and partners centered on the fact that 
the patient is not visibly ill, and that the symptoms are 
inconsistent or variable.  

Green, et al., 
199975 

To evaluate stigma among 
people with CFS. 

N=45 of 67 (67%) initially recruited 
patients with CFS reported perceptions 
of stigma. 

Reported perceptions of stigma 
95% reported feeling estranged 
70% thought others attribute their symptoms to psychological 
or personality 
40% felt need to be secretive about their symptoms in some 
circumstances 

Guise, et al., 
201076 

To evaluate ME/CFS sufferers’ 
descriptions of interactions with 
medical professionals. 

N=38 members of an internet-based 
ME/CFS support group were asked to 
comment on how they felt about the way 
medical people treated them.  

Descriptive results 
Patients with CFS reported that health professionals lack 
clinical expertise and empathy; and that they encountered 
professionals who lacked expectation of treatability, 
described themselves as fortunate in terms of experiences 
with medical professionals, and described themselves as able 
to cope and actively seeking out information and treatment. 

Jason and 
Taylor, 200170 

To evaluate perceptions of 
diagnostic labeling among 
medical trainees, university 
undergraduates and practicing 
mental health practitioners. 

N=105 medical trainees (Study 1) N=141 
undergraduate psychology students 
(Study 2) Randomly assigned to being 
told the case presented to them had 
CFS, Florence Nightingale Disease, or 
ME. The case studies were 
identical.N=93 mental health 
practitioners (Study 3)Randomly 
assigned to 1/3 treatments for CFS, and 
given identical case studies of a woman 
with prototypic CFS symtpoms, 
diagnosed by a physician; treatments 
were 1) Ampligen - IV immmune 
modulator, 2) CBT with graded activity, 
or 3) cognitive coping skills therapy. 

Studies 1 and 2: told case was CFS vs. Florence 
Nightingale Disease vs. MECorrectly diagnosed: 54% vs. 
19% vs. 28%; p<0.01Disease result of as-yet-undiscovered 
cancer, infection or other illness: 22% vs. 47% vs. 28%; 
p<0.05Reported patient was likely to improve: 41% vs. 42% 
vs. 16%; p<0.05Study 3: Data not shownParticipants 
assigned to Ampligen were more likely to think that the 
patient was correctly diagnosed as having CFS (p<0.05) and 
also thought the patient was signficantly more disabled than 
did individuals in the CBT with graded activity condition 
(p<0.05) 
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Author, year Objective N/population Findings 
Jason, et al., 
200114 

To reproduce a prior study of 
labeling, in term of whether 
different names for CFS 
prompts different attributions 
regarding cause. 

N=105 medical trainees (Study 1)  
N=141 undergraduate psychology 
students (Study 2) 
Randomly assigned to being told the 
case presented to them had CFS, 
Florence Nightingale Disease, or ME. 
The case studies were identical. 

Told case was CFS vs. Florence Nightingale Disease vs. 
ME 
Mean score of whether correct diagnosis (1-6 scale; 
1=not at all and 6=very likely): 4.5 vs. 3.9 vs. 4.0; p<0.01 
Proportion that associated “causal factors” with 
diagnosis: 28% vs. 31% vs. 49%; p<0.01 
Mean score of whether diagnosis was associated “organ 
donorship” (1-6 scale; 1=not at all and 6=very likely): 3.7 
vs. 3.5 vs. 3.1; p<0.05 

Lawn, et al., 
201079 

To quantify the number and 
nature of comorbid psychiatric 
disorders in patients with CFS.  

N=135 patients participating in the PACE 
trial. 

Psychiatric interview using the Structured Clinical 
Interview fo DSM-IV Disorders 
102 patients (76%) had a comorbid psychiatric diagnosis; 
31% depression, 11% dysthymia, 35% anxiety, 11% social 
phobia, 15% specific phobia, 6% post-traumatic stress 
disorder and 2% obsessive compulsive disorder.  
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Author, year Objective N/population Findings 
Newton, et al., 
201080 

To examine the proportion of 
subjects referred to CFS 
specialist service who fulfill the 
CDC (Fukuda, 1994) criteria vs. 
alternative fatigue-associated 
diagnoses. 

N=260 patients referred to CFS specialist 
service between 2008 and 2009. 

Reviewed medical notes of patients referrend to CFS 
specialist service  
Of those referred, 60% were diagnosed with CFS; 40% had 
alternative diagnosis including other chronic disease (47%), 
sleep disorder (20%), psychological (15%), idiopathic fatigue 
(13%), cardiovascular (4%) and other (1%).  

Reyes, et al., 
200321 

To estimate the prevalence and 
1-year incidence of CFS in the 
population, and to report on 
exclusionary diagnoses 
identified by telephone 
interview. 

N=3,528 subjects with fatigue >1 month 
duration (2762 with fatigue >6 months). 3 
physicians and 2 psychiatrists 
independently reviewed each subject’s 
clinical and laboratory data and classified 
the individual according to the CDC 
(Fukuda, 1994) criteria.  

Descriptive results of exclusionary diagnosis identified 
in the telephone interview 
Among 1,155 subejcts who had fatigue >6 months, not 
relieved by rest with >4 of 8 CFS symptoms, 600 had a 
medical or psychiatric diagnosis. Of 299 subjects without a 
medical/psychiatric diagnosis who underwent a clinical 
examination, 43 had CFS, 112 had insufficient symptoms or 
fatigue, 141 (47.2%) had a medical or psychiatric diagnosis 
that had not previously been identified and 3 were not 
classified.  

Woodward, et 
al., 199581 

To describe doctors’ and 
patients’ perspectives on the 
risks and benefits of 
symptomatic diagnosis of 
chronic fatigue syndrome.  

N=20 general practitioners (Study 1) and 
N=50 patients with diagnosis of CFS 
(Study 2). 

Descriptive results of interviews 
14/20 physicians reluctant to diagnosis CFS (scientific 
uncertainties about condition, beliefs about appropriate 
professional practice and uncertainty about impact of 
diagnosis on patient’s lives). 
45/50 patients stated that diagnosis was the single most 
helpful event over the course of their illness. Described harms 
from not having a diagnosis (fear, anxiety, confusion, self-
doubt, bitterness). Subjects in this study did not appear to 
endorse harm from labeling, but helpful 

Abbreviations: CBT= cognitive behavioral therapy; CDC= Centers for Disease Control and Prevention; CFS= chronic fatigue syndrome; DSM-III-R= Diagnostic and Statistical 
Manual third edition revised; ME= myalgic encephalopathy; n= sample size; vs.= versus
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Table G4. Evidence table of included trials of interventions for ME/CFS 
 
 
Author, year 

 
 
Objective 

 
Population characteristics 
(age, sex, race, co-morbidities) 

 
Diagnostic criteria 
Eligibility criteria 

 
 
Duration of illness 

Medications 
Blacker, et al., 
200482 

RCT of oral 
galantamine 
(acetyl- 
cholinesterase 
inhibitor) at 
various doses 
vs. placebo for 
underlying 
cause 

Galantamine 7.5 vs. 15 vs. 22.5 vs. 30 vs. 
placebo 
Mean ages (years): 39 vs. 39 vs. 39 vs. 37 vs. 
38 
% Female: 72 (64/89) vs. 71 (61/86) vs. 62 
(56/91) vs. 62 (53/86) vs. 62 (51/82) 
% White: 99 (88/89) vs. 92 (79/86) vs. 98 
(89/91) vs. 95 (82/86) vs. 94 (77/82) 

CDC (Fukuda, 1994) criteria 
Inclusion: Ages 18-65 years, modified CDC criteria, illness 
duration <7 years. 
Exclusion: Concurrent DSM-IV diagnoses: major depressive 
disorder, psychotic disorders, panic disorder, substance 
misuse, somatization disorder, anorexia or bulimia nervosa, 
obesity, and sleep disorders; received inpatient psychiatric 
care had previously attempted suicide or both; irritable bowel 
syndrome; peptic ulcer; severe asthma; endocrine or 
metabolic disease; HIV; know sensitivity to cholinergic agents; 
possible exposure to organophosphate compounds; diagnosis 
of Gulf War syndrome; pregnant or lactating; women with 
irregular menstrual irregularities associated with fatigue. 

<7 years 

Blockmans, et al., 
200384 

Crossover RCT 
of oral 
hydrocortisone + 
fludrocortisone 
(corticosteroid) 
vs. placebo for 
underlying 
cause 

Mean age: 38 years 
% Female: 91 (73/80) 
Race: NR 

CDC (Fukuda, 1994) criteria 
Inclusion: Meet ≥4 CDC minor criteria for CFS. Exclusion: 
History of gastric or duodenal ulcer, arterial hypertension, 
glaucoma, or diabetes; pregnant; or incomplete screening 
examination. 

Mean (range): 30 
(16-60) months 

Diaz-Mitoma, et 
al., 200389 

RCT of 
isoprinosine 
(antiviral and 
immunomodulat 
ory drug) vs. 
placebo for 
underlying 
cause 

Mean age (SD): 46 (8) years 
% Female: 81% (13/16) 
% White: 100 

CDC (Holmes, 1988 and Fukuda, 1994) criteria 
Inclusion: Ages 18-60 years with ongoing symptoms for ≥6 
months. Females were required to have a negative pregnancy 
test. 
Exclusion: Malignancy, major organ or system pathology 
inconsistent with CFS 

≥6 months 
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Author, year 

 
Number approached, screened, eligible, 
enrolled, analyzed 

 
 
Country & setting 

 
Duration of 
followup 

 
 
Attrition 

 
 
Adherence 

Medications 
Blacker, et al., 
200482 

Number approached: NR 
Number screened: NR 
Number eligible: 434 
Number randomized: 434 
Number analyzed: 423 

United Kingdom, 
Western Europe, United 
States 
35 clinic centers 

16 weeks (8 
weeks at full 
dose) 

Overall: 30% (130/434) 
Galantamine 7.5 vs. 15 vs. 
22.5 vs. 30 vs. placebo: 20% 
(18/89) vs. 36% (31/86) vs. 35% 
(32/91) vs. 31% (27/86) vs. 27% 
(22/82) 

Non-compliance: 6 (4 
interventions vs. 2 placebo) 

Blockmans, et al., 
200384 

Number approached: NR 
Number screened: NR 
Number eligible: NR 
Number enrolled: 100 
Number analyzed: 80 

Belgium 
Single site tertiary care 
university clinic 

3 month 
treatment; 3 
month placebo 
crossover 

20% (20/100) NR 

Diaz-Mitoma, et 
al., 200389 

Number approached: NR 
Number screened: NR 
Number eligible: NR 
Number enrolled: 16 (10 isoprinosine, 6 
placebo) 
Number analyzed: 15 (10 isoprinosine, 5 
placebo) 

Canada 
1 Research site in 
Ottawa 

12 weeks of 
treatment 

6.3% (1/16, was in placebo 
group) 

NR 

G-45 



 

 
 
 
 
Author, year 

 
 
Interventions 

 
 
Fatigue outcomes 

Medications 
Blacker, et al., 
200482 

Galantamine 7.5: Galantamine 2.5 mg three times per day 
Galantamine 15: Galantamine 5 mg three times per day 
Galantamine 22.5: Galantamine 7.5 mg three times per day 
Galantamine 30: Galantamine 10 mg three times per day 
Placebo: Identical placebo three times per day 
Note: For intervention groups doses were titrated over 3-8 week period, starting at 2.5 
mg/day with weekly increments of 2.5-7.5 mg depending on target dose, which was 
maintained for another 8 weeks 

Galantamine 7.5 vs. 15 vs. 22.5 vs. 30 vs. placebo 
Chalder Fatigue Rating Scale least square mean change from 
baseline (positive changes indicate better health) 
Physical: 9.25 vs. 8.77 vs. 11.02 vs. 9.99 vs. 9.86 
Mental: 6.46 vs. 5.89 vs. 7.74 vs. 6.60 vs. 6.80 

Blockmans, et al., 
200384 

Hydrocortisone: Hydrocortisone 5 mg/day + 9-alpha fludrocortisone 50 µg/day 
Placebo: Placebo 

Hydrocortisone vs. placebo 
Visual Analog Scale (0-10) 
Degree of fatigue: 6.6 (2.0) vs. 6.7 (2.1); p=0.76 
Mean (SD) SFQ score (4-28, higher scores indicate better 
health) : 8 (5) vs. 7 (5); p=0.69 

Diaz-Mitoma, et 
al., 200389 

Isoprinosine: 2 tablets of oral isoprinosine 500 mg TID (total=3 g/day) in weeks 1, 3, 5, 
7, 9, and 11 only on Monday-Friday; and once a day (total=1 g/day) in weeks 2, 4, 6, 8, 
10, and 12 only on Monday-Friday. 
Placebo: Identical placebo following the same schedule as the isoprinosine group. 

Isoprinosine vs. placebo 
% change on KPS from baseline to 12 weeks: 0.6% (12.1) for 
6 treatment group “improved” participants; 0.0% (10.7) for 4 
treatment group “not improved” participants; 3.0% (6.9) for 5 
placebo participants; p=0.93 
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Author, year 

 
 
Quality of life outcomes 

 
 
Function outcomes 

Medications 
Blacker, et al., 
200482 

Galantamine 7.5 vs. 15 vs. 22.5 vs. 30 vs. placebo; 
all comparisons are NS between groups 
FIQ least square mean change from baseline 
Global Well Being (composite): -77.84 vs. -88.65 vs. - 
29.92 vs. -60.67 vs. -53.89 

NR 

Blockmans, et al., 
200384 

Hydrocortisone vs. placebo 
Visual Analog Scale (0-10) 
Degree of well-being: 5.0 (2.4) vs. 4.6 (2.6); p=0.14 

Hydrocortisone vs. placebo 
SF-36 (0-100 scale, higher scores indicate better health) 
Physical functioning: 31.7 (18.2) vs. 30.4 (18.1); p=0.34 

Diaz-Mitoma, et 
al., 200389 

NR No difference in activities of daily living scale, data not provided 
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Author, year 

 
 
Employment outcomes 

 
 
Other outcomes 

Medications 
Blacker, et al., 
200482 

NR Galantamine 7.5 vs. 15 vs. 22.5 vs. 30 vs. placebo; all comparisons are NS between 
groups 
% Improved on modified CGI: 25 (29%) vs. 18 (23%) vs. 19 (22%) vs. 16 (20%) vs. 14 
(18%) 

Blockmans, et al., 
200384 

NR NR 

Diaz-Mitoma, et 
al., 200389 

NR NR 
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Author, year 

 
Withdrawals due to adverse 
event 

 
 
Serious harms 

 
 
Other harms 

 
 
Total harms 

 
 
Sponsor 

 
Quality 
rating 

Medications 
Blacker, et al., 
200482 

Overall: 23% (88/389) 
Galantamine 7.5 vs. 15 vs. 22.5 
vs. 30 vs. placebo: 14% (12/89) 
vs. 23% (20/86) vs.24% (22/91) 
vs. 26% (22/86) vs.15% (12/82) 

Galantamine: 2% (8/389) none 
attributed to the study drug 

Depression, nausea and 
headache most common 
in both groups 

90% (389) reported 
adverse events; 23% 
(88) withdrew 

Shire Pharmaceutical 
Development Ltd. 

Fair 

Blockmans, et al., 
200384 

1 acne and weight gain None None 1 NR Fair 

Diaz-Mitoma, et 
al., 200389 

0 NR NR NR Grants from 
Enterprise Ireland 
(130590/D) 

Poor 
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Author, year 

 
 
Objective 

 
Population characteristics 
(age, sex, race, co-morbidities) 

 
Diagnostic criteria 
Eligibility criteria 

 
 
Duration of illness 

McKenzie, et al., 
199883 

RCT of oral 
hydrocortisone 
(corticosteroid) 
vs. placebo for 
underlying 
cause 

Hydrocortisone vs. placebo 
Mean age: 37 vs. 38 years 
% Female: 83 (29/35) vs. 77 (27/35) 
% White: 97 (34/35) vs. 94 (33/35) 

CDC (Holmes, 1988) and CDC (Fukuda, 1994) criteria 
Inclusion: Ages 18-55 years, illness began over a period 6 
weeks or less. 
Exclusion: Contraindication to systemic steroids. 

Hydrocortisone 
vs. placebo 
Mean: 47 vs. 60 
months; p=0.07 

Montoya, et al., 
201386 

RCT of oral 
valganciclovir 
(antiviral drug) 
vs. placebo for 
underlying 
cause 

Valganciclovir vs. placebo 
Mean age: 50 vs. 48 years 
% Female: 75 (15/20) vs. 50 (5/10) 
Race: NR 

CDC (Fukuda, 1994) criteria 
Inclusion: Age18 and older; suspected viral onset of CFS; 
elevated antibody titer meeting additional criteria. 
Exclusion: Reasons for exclusion include: low antibody titers 
on repeat testing, exclusionary comorbidities, conflicting 
medication, declined to participate. 

Valganciclovir vs. 
placebo 
Mean: 12.7 vs. 
13.5 years 

Peterson, et al., 
199085 

RCT of IV IgG 
vs. placebo for 
underlying 
cause 

Mean age: 41 years 
% Female: 73 (22/30) 
Race: NR 

CDC (Holmes, 1988) criteria 
Inclusion: Diagnosis of CFS. 
Exclusion: NR 

Mean: 3.8 years 
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Author, year 

 
Number approached, screened, eligible, 
enrolled, analyzed 

 
 
Country & setting 

 
Duration of 
followup 

 
 
Attrition 

 
 
Adherence 

McKenzie, et al., 
199883 

Number approached: NR 
Number screened: 638 
Number eligible: 179 
Number enrolled: 70 
Number analyzed: 60-70 varied by 
outcome 

United States 
Single center at the NIH 

12 weeks 10% (7/70) NR 

Montoya, et al., 
201386 

Number approached: 155 
Number screened: 45 
Number eligible: 34 
Number enrolled: 30 
Number analyzed: 30 (20 valganciclovir, 
10 placebo) 

United States 
Patients referred to study 
at Stanford University 

6 months 
treatment and 
6 more months 
followup 
(unbinding and 
outcomes 
measured at 9 
months) 

1 from each group 100% at 3 weeks; 90% at 12 
weeks; 65% at 24 weeks 

Peterson, et al., 
199085 

Number approached: NR 
Number screened: NR 
Number eligible: NR 
Number enrolled: 30 
Number analyzed: 28 

United States, Minnesota 
Single center 

6 months 7% (2/30) NR 
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Author, year 

 
 
Interventions 

 
 
Fatigue outcomes 

McKenzie, et al., 
199883 

Hydrocortisone: Oral hydrocortisone 20-30 mg every morning and 5 mg every 
evening (13 mg/m2 every morning and 3 mg/m2 every evening) 
Placebo: Placebo 

Hydrocortisone vs. placebo 
Mean Change in POMS subscales 
Fatigue (negative changes indicate better health): -3.6 (5.3) vs. 
-1.8 (4.5); p=0.21 
Vigor (positive changes indicate better health): 1.2 (3.3) vs. 0.7 
(3.3); p=0.45 

Montoya, et al., 
201386 

Valganciclovir: Oral valganciclovir 900 mg BID for 21 days, then 900 mg once daily 
for total of 6 months 
Placebo: Placebo 

Valganciclovir vs. placebo 
Change in MFI-20 (negative changes indicate better health) 
Baseline to 9 months : -6.15 vs -1.10; p=0.224 
Change in FSS (negative changes indicate better health) 
-0.06 vs 0.02; p=0.006 

Peterson, et al., 
199085 

IgG: IV IgG (1 g/kg) every 30 days for 6 months (6 infusions) 
Placebo: IV placebo (1% albumen solution) every 30 days for 6 months (6 infusions) 

NR 
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Author, year 

 
 
Quality of life outcomes 

 
 
Function outcomes 

McKenzie, et al., 
199883 

Hydrocortisone vs. placebo 
Global Wellness scale (0-100) 
Improvement: 20/30 (67%) vs. 19/35 (54%); p=0.31 
Mean change: 6.3 (11.7) vs. 1.7 (8.8); p=0.06 

Hydrocortisone vs. placebo 
Mean change (SD) in Activity Scale (10 point scale) 
0.3 (1.1) vs. 0.7 (1.4); p=0.32 

Montoya, et al., 
201386 

NR Valganciclovir vs. placebo 
Change in self-reported physical function (positive change indicates better health) 
1.02 vs 0.46; p=0.217 

Peterson, et al., 
199085 

NR IgG vs. placebo 
SF-12 (0-100 scale, higher scores indicate better health) 
Physical: 56.0 (23.2) vs. 51.8 (27.2); p=NS 
Social: 5.2 (5.5) vs. 9.4 (7.9); p<0.05 
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Author, year 

 
 
Employment outcomes 

 
 
Other outcomes 

McKenzie, et al., 
199883 

NR NR 

Montoya, et al., 
201386 

NR CDC Symptom inventory: NS 

Peterson, et al., 
199085 

NR NR 
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Author, year 

 
Withdrawals due to adverse 
event 

 
 
Serious harms 

 
 
Other harms 

 
 
Total harms 

 
 
Sponsor 

 
Quality 
rating 

McKenzie, et al., 
199883 

1 rash with placebo None Hydrocortisone vs. 
placebo 
Suppression of adrenal 
glucocorticoid 
responsiveness: 12 vs. 0; 
p<0.001 

Hydrocortisone vs. 
placebo 
Events that differed 
Increased appetite: 
17 vs. 8; p=0.02 
Weight gain: 19 vs. 
8; p=0.006 
Difficulty sleeping: 17 
vs. 8; p=0.02 

NR Fair 

Montoya, et al., 
201386 

0 1 patient with cancer in each group 
considered not related to 
intervention 

0 0 Hoffman-La Roche; 
Stanford University 

Fair 

Peterson, et al., 
199085 

2 (1 in each group) 2 IgG and 3 placebo IgG vs. placebo 
Headaches: 93% vs. 
60%; p=0.03 

20% overall Baxter Healthcare 
Corp. 

Fair 
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Author, year 

 
 
Objective 

 
Population characteristics 
(age, sex, race, co-morbidities) 

 
Diagnostic criteria 
Eligibility criteria 

 
 
Duration of illness 

Strayer, et al., 
199487 

RCT of IV 
rintatolimod 
(Ampligen= 
antiviral and 
immunomodulat 
ory drug) vs. 
placebo for 
underlying 
cause 

Rintatolimod vs. placebo 
Mean age: 36 vs. 35 years 
% Female: 64 (no. NR) vs. 85 (no. NR); 
p=0.003 
Race: NR vs.NR 

CDC (Holmes,1988) and (Fukuda, 1994) criteria 
Inclusion: CFS diagnosed ≥12 months before study; severe 
debilitation (KPS 20-60). 
Exclusion: Women who were pregnant or nursing. 

Rintatolimod vs. 
placebo 
Mean: 6.1 vs. 4.4 
years 

Strayer, et al., 
201288 

RCT of IV 
rintatolimod 
(Ampligen=antivi 
ral and 
immunomodulat 
ory drug) vs. 
placebo for 
underlying 
cause 

Rintatolimod vs. placebo 
Mean age: 43 vs. 44 years 
% Female: 66 (no. NR) vs. 78 (no. NR) 
Race: NR 

CDC (Holmes,1988) and (Fukuda, 1994) criteria 
Inclusion: Adults ≥18 years with diagnosis of CFS ≥ 12 
months resulting in significant debilitation as measured by 
KPS, with ability to walk on the treadmill. Patients must have 
baseline laboratory documentation of euthyroid status, 
negative antinuclear antibody or negative anti-ed DNA, 
negative rheumatoid factor, and an erythrocyte sedimentation 
rate. 
Exclusion: Pregnant or lactating females, those who might 
become pregnant, chronic or intercurrent acute medical 
disorders, inability to return to investigators site for the study, 
prior participation in a study of Printatolimond, medical need to 
continue taking aspirin or NSAIDs, treatment with 
glucocorticoids, mineralocorticoids, interferons, interleukin-2, 
systemic antivirals, gamma globulin or investigational drugs 
within the 8 weeks prior to study baseline. 

Rintatolimod vs. 
placebo 
Mean: 9.6 vs. 9.7 
years 
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Author, year 

 
Number approached, screened, eligible, 
enrolled, analyzed 

 
 
Country & setting 

 
Duration of 
followup 

 
 
Attrition 

 
 
Adherence 

Strayer, et al., 
199487 

Number approached: NR 
Number screened: NR 
Number eligible: NR 
Number enrolled: 92 
Number analyzed: 76-84 varies by 
outcome 

United States 
4 clinical sites 

24 weeks 9% (8/92) 
4 from each group 

91% (84/92) 

Strayer, et al., 
201288 

Number approached: NR 
Number screened: NR 
Number eligible: 307 
Number enrolled: 240 
Number analyzed: 240 

United States 
12 centers 

40 weeks 19% (46/240) 83% (194/234) 
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Author, year 

 
 
Interventions 

 
 
Fatigue outcomes 

Strayer, et al., 
199487 

Rintatolimod: IV rintatolimod 200 mg twice weekly 4 times, then 400 mg twice weekly 
for a total of 24 weeks 
Placebo: Placebo 

Rintatolimod vs. placebo 
Exercise duration 
% change from baseline: +10.3 vs. +2.1; p=0.007 

Exercise work 
% change from baseline: +11.8 vs. +5.8; p=0.011 

Strayer, et al., 
201288 

Rintatolimod: IV rintatolimod 400 mg twice weekly for 40 weeks 
Placebo: Placebo 

Rintatolimod vs. placebo 
Cardiopulmonary exercise tolerance (primary outcome) 
Increase from baseline: 36.5% vs. 15.2%; p=0.047 
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Author, year 

 
 
Quality of life outcomes 

 
 
Function outcomes 

Strayer, et al., 
199487 

NR Rintatolimod vs. placebo 
% change in KPS score from baseline (0-100 scale, higher scores indicate better health) 
+20 vs. 0; p=0.023 
% change in ADL score from baseline (0-100 scale, higher scores indicate better health) 
+23.1 vs. 14.1; p=0.034 

Strayer, et al., 
201288 

NR KPS score, ADLs, Vitality Score (SF-36), and General Health Perception (SF-36) measured pre 
and post, but not compared between rintatolimod and placebo groups 
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Author, year 

 
 
Employment outcomes 

 
 
Other outcomes 

Strayer, et al., 
199487 

NR Decreased used of medications for relief of CFS symptoms declined for rintatolimod but 
not compared with placebo 

Strayer, et al., 
201288 

NR Rintatolimod vs. placebo 
Decreased used of medications for relief of CFS symptoms: 68% vs. 55%; p=0.048 
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Author, year 

 
Withdrawals due to adverse 
event 

 
 
Serious harms 

 
 
Other harms 

 
 
Total harms 

 
 
Sponsor 

 
Quality 
rating 

Strayer, et al., 
199487 

None None Insomnia more frequent 
among placebo, dry skin 
among rintatolimod 

Rintatolimod vs. 
placebo: 706 vs. 
711 events; p>0.90 

Hemispherx 
Biopharma 

Fair 

Strayer, et al., 
201288 

4 (2 in each group) 3 in each group with no differences 
between rintatolimod and placebo 

Flu-like syndrome, chills, 
vasodilatation, and 
dyspnea were more 
frequent in rintatolimod 
vs. placebo (p<0.05) 

99% rintatolimod and 
97% placebo 
reported symptoms 

Hemispherx 
Biopharma 

Fair 
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Author, year 

 
 
Objective 

 
Population characteristics 
(age, sex, race, co-morbidities) 

 
Diagnostic criteria 
Eligibility criteria 

 
 
Duration of illness 

Complementary 
and alternative 
medicine 
Hobday, et al., 
200893 

RCT of low 
sugar, low yeast 
vs. healthy 
eating for 
symptoms 

Low sugar/low yeast vs. healthy eating 
Mean age (SD): 44 (10.2) vs. 42 (11.9) years 
% Female: 88 (22/25) vs. 78 (21/27) 
Race: NR 

CDC (Fukuda, 1994) criteria 
Inclusion: Diagnosis of CFS, no other criteria described. 
Exclusion: Pregnant women; those taking oral 
contraceptives, hormone therapy, steroids, NSAID, or 
immunosuppressants; already following significant dietary 
changes; taking vitamin and mineral supplements above 
recommended dose; or diagnosed with an eating disorder. 

NR 

Öckerman, 200094 Crossover RCT 
of antioxidant of 
pollen (Polbax) 
vs. placebo for 
underlying 
cause 

Mean age: 50 years 
% Female: 86 (19/22) 
Race: NR 

CDC (Fukuda, 1994) criteria 
Inclusion: Ages 18-70 years, symptom score ≥49 for 13 
symptoms and ≥5 for total well being. 
Exclusion: Active smokers, dental treatment, electrical 
hypersensitivity, pollen allergy, use of drugs and other medial 
diseases and/or treatment. 

NR 

The, et al., 200795 RCT of 
acclydine (IGF1 
stimulant) vs. 
placebo for 
underlying 
cause 

Acclydine vs. placebo 
Mean age (SD): 40.9 (9.4) vs. 43.4 (11.2) years 
% Female: 77 (no. NR) vs. 59 (no. NR) 
Race: NR 

CDC (Fukuda, 1994) criteria 
Inclusion: Ages 18-65 years, IGFBP3/IGF1 ratio >2.5 
Exclusion: Psychiatric comorbidities, pregnant or lactating 
women, lactose intolerance, or taking psychotropic drugs or 
experimental medications. 
Note: Healthy controls were included to compare hormone 
blood levels, outcome NR here 

NR 
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Author, year 

 
Number approached, screened, eligible, 
enrolled, analyzed 

 
 
Country & setting 

 
Duration of 
followup 

 
 
Attrition 

 
 
Adherence 

Complementary 
and alternative 
medicine 
Hobday, et al., 
200893 

Number approached: NR 
Number screened: NR 
Number eligible: NR 
Number enrolled: 52 
Number analyzed: 39 

United Kingdom, London 
CFS clinic 

24 weeks Overall: 25% (13/52) 
Low sugar/low yeast vs. 
healthy eating: 24% (6/25) vs. 
26% (7/27) 

Low sugar/low yeast vs. 
healthy eating: 24% vs. 67% 

Öckerman, 200094 Number approached: NR 
Number screened: NR 
Number eligible: NR 
Number enrolled: 22 
Number analyzed: 22 (5 placebo-pollen, 5 
pollen-placebo, 6 placebo-placebo, 6 
pollen-pollen) 

NR 3 months Overall: 4.5% (1/22) NR 

The, et al., 200795 Number approached: NR 
Number screened: 112 
Number eligible: 88 
Number enrolled: 57 
Number analyzed: 57 

The Netherlands 
University medical center 

14 weeks Overall: 3.5% (2/57) 
Acclydine vs. placebo: 3.3% 
(1/30) vs. 3.7% (1/27) 

NR 
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Author, year 

 
 
Interventions 

 
 
Fatigue outcomes 

Complementary 
and alternative 
medicine 
Hobday, et al., 
200893 

Low sugar/low yeast: Adapted from Beat Candida Cook Book (White, 1999) - 
omission of all sugar containing foods, refined carbohydrates, and yeast containing 
foods, alcohol, caffeine; limited fruit, milk; encouraged to have one live yogurt per day. 
Healthy eating: High fiber, 5 servings of fruit and vegetables per day, reduced fat and 
refined carbohydrate, fish 2 times a week. 

Low sugar/low yeast vs. healthy eating 
Mean (SD) Chalder Fatigue Scale scores (scores of ≥4 
indicate caseness for fatigue, lower score indicates better 
health) 
24 weeks: 16.0 (8.2) vs. 17.7 (10.0); p=0.6 
Mean (SD) SF-36 vitality subscale scores (0-100 scale, higher 
score indicates better health) 
24 weeks: 29.8 vs. 36.2; p=0.39 

Öckerman, 200094 Pollen: Antioxidant extract of pollen (Polbax) 
Placebo: Placebo 
Note: All patients given pollen or placebo for 3 months followed by a 2-week wash-out 
period with no treatment followed by 3-month of pollen or placebo. Groups equal pollen 
pollen (given pollen in both 3 month periods), placebo-placebo (given placebo in both 
3 month periods), pollen-placebo (given pollen in first 3 month period, then placebo in 
second 3 month period), and placebo-pollen (given placebo in first 3 month period, 
then pollen in second 3 month period) 

Pollen vs. placebo 
Mean fatigue score (Likert scale 0=no problem to 
10=extremely serious symptom) 
3 months: 7.52 vs. 7.14; p=NR 
Change from baseline: -0.43 vs. -0.18; p<0.05 

The, et al., 200795 Acclydine: Acclydine (increases IGF1 levels) with amino acid supplement 
Placebo: Placebo with amino acid supplement 

Acclydine vs. placebo 
Mean (SD) CIS fatigue severity scores (8-56 scale, lower 
scores indicate better health) 
14 weeks: 42.4 (11.6) vs. 43.0 (12.6); p=0.70 
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Author, year 

 
 
Quality of life outcomes 

 
 
Function outcomes 

Complementary 
and alternative 
medicine 
Hobday, et al., 
200893 

NR Low sugar/low yeast vs. healthy eating 
Mean (SD) SF-36 physical functioning subscale scores (0-100 scale, higher score indicates 
better health) 
24 weeks: 42.3 (29.2) vs. 52.2 (24.1); p=0.25 

Öckerman, 200094 Pollen vs. placebo 
Mean total well-being score (0-10 Likert type scale, 
lower scores indicate better health; Likert scale 0=no 
problem to 10=extremely serious symptom) 
3 months: 7.14 vs. 6.66; p=NR 
Change from baseline: -1.66 vs. -0.21; p<0.01 
Change in total well-being after treatment ; p value NR 
Worse: 9.5% (2/21) vs. 18% (4/22) 
No change: 29% (6/21) vs. 59% (13/22) 
Better: 62% (13/21) vs. 23% (5/22) 

NR 

The, et al., 200795 NR Acclydine vs. placebo 
Mean (SD) functional impairment SIP-8 score s (0-5,799 scale , lower scores indicate better 
health) 
14 weeks: 1,228.1 (619.7) vs. 1,120.2 (543.0); p=0.65 
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Author, year Employment outcomes Other outcomes 
Complementary 
and alternative 
medicine 
Hobday, et al., 
200893 

NR NR 

Öckerman, 200094 NR NR 

The, et al., 200795 NR Acclydine vs. placebo 
Mean (SD) physical activity level over a 12-day period (measured by actometer attached to 
the ankle) 
14 weeks: 64.9 (23.4) vs. 64.9 (23.5); p=0.42 
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Author, year 

 
Withdrawals due to adverse 
event 

 
 
Serious harms 

 
 
Other harms 

 
 
Total harms 

 
 
Sponsor 

 
Quality 
rating 

Complementary 
and alternative 
medicine 
Hobday, et al., 
200893 

NR NR NR NR NR Fair 

Öckerman, 200094 NR None Gastrointestinal - 1 or 2 
patients 

NR NR Poor 

The, et al., 200795 NR None NR NR Optipharma Good 
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Author, year 

 
 
Objective 

 
Population characteristics 
(age, sex, race, co-morbidities) 

 
Diagnostic criteria 
Eligibility criteria 

 
 
Duration of illness 

Vermeulen and 
Scholte, 200496 

Open-label RCT 
of acetyl-L- 
carnitine vs. 
propionyl-L- 
carnitine vs. 
combination for 
underlying 
cause 

Acetyl-L-carnitine vs. propionyl-L-carnitine 
vs. combination 
Mean age (SD): 37(11) vs. 38 (11) vs. 42 (12) 
years 
% Female: 77 (23/30) vs. 77 (23/30) vs. 77 
(23/30) 
Race: NR 

CDC (Fukuda, 1994) criteria 
Inclusion: Meet CDC criteria for CFS, no other criteria 
described. 
Exclusion: Patients with an underlying organic cause, 
substance misuse, and severe psychiatric disorder. 

Acetyl-L-carnitine 
vs. propionyl-L- 
carnitine vs. 
combination 
Median (range): 
5.5 (1.0-23.0) vs. 
3.0 (0.5-25.0) vs. 
6.0 (1.0-21.0) 
years 

Walach, et al., 
200897 

RCT of distant 
healing vs. usual 
care (waiting) for 
symptoms 

Blinded distant healing vs. unblinded 
distant healing vs. blinded usual care vs. 
unblinded usual care 
Mean age (SD): 47.5 (10.7) vs. 48.1 (10.0) vs. 
46.2 (10.9) vs.50.4 (12.8) years 
% Female: 74.3 vs. 76.5 vs. 76.6 vs. 75.0 
Mean length of unemployment (SD): 36.3 
(38.2) vs. 34.8(49.6) vs. 27.7 (22.3) vs.28.7 
(27.4) months 
Race: NR 

CDC (Fukuda, 1994) or Oxford (Sharpe, 1991) criteria 
Inclusion: Patients 18 years or older who met the Fukuda or 
Oxford Criteria. 
Exclusion: Patients with other chronic conditions of co- 
morbidities that typically rule out a diagnosis of CFS (cancer, 
hepatitis, or depression, pregnancy, patents with a serious 
acute illness or hospital admission in the 3 months prior to 
entry. 

Blinded distant 
healing vs. 
unblinded distant 
healing vs. 
blinded usual 
care vs. 
unblinded usual 
care 
Mean (SD): 11.3 
(9.4) 
vs. 9.6 (6.7) vs. 9.6 
(8.6) vs. 11.9 (9.9) 
years 
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Author, year 

 
Number approached, screened, eligible, 
enrolled, analyzed 

 
 
Country & setting 

 
Duration of 
followup 

 
 
Attrition 

 
 
Adherence 

Vermeulen and 
Scholte, 200496 

Number approached: NR 
Number screened: 114 
Number eligible: 114 
Number enrolled: 90 
Number analyzed: 89 

The Netherlands 
CFS clinic 

24 weeks Overall: 20% (18/90) 
Acetyl-L-carnitine vs. 
propionyl-L-carnitine vs. 
combination: 27% (8/30) 
vs. 13% (4/30) 
vs. 20% (6/30) 

NR 

Walach, et al., 
200897 

Number approached: NR 
Number screened: 1,400 
Number eligible: 875 
Number enrolled: 411 
Number analyzed: 409 

Germany and Austria 
Private practices for 
environmental medicine 
specializing in CFS 

6 months 
treatment 
Followup to 18 
months 

Overall: 3.2% (13/411) 
Blinded distant healing vs. 
unblinded distant healing vs. 
blinded usual care vs. 
unblinded usual care: 1.9% 
(2/105) vs. 5.8% (6/102) vs. 
2.1% (2/94) vs. 2.8% (3/108) 

Healer non-adherence to 
protocol and replaced: 7.4% 
(34/462) 
Healer withdrew practice: 
6.7% (31/462) 
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Author, year 

 
 
Interventions 

 
 
Fatigue outcomes 

Vermeulen and 
Scholte, 200496 

Acetyl-L-carnitine: Acetyl-L-carnitine 2 g/day 
Propionyl-L-carnitine: Propionyl-L-carnitine 2 g/day 
Combination: Acetyl-L-carnitine 2g/day + propionyl-L-carnitine 2 g/day 

Acetyl-L-carnitine vs. propionyl-L-carnitine vs. 
combination 
Mean (SD) MFI-20 scores (4-20 scale, lower scores indicate 
better health) 
General fatigue at 16 weeks: 16.5 (4.1) vs. 15.7 (4.0) vs. 16.9 
(3.2) 
General fatigue at 24 weeks: 15.9 (4.2) vs. 16.5 (3.1) vs. 17.3 
(3.3); p=0.004 for propionyl-L-carnitine change from baseline; 
p=0.000 for combo change from baseline 
Physical fatigue at 16 weeks: 15.8 (4.4) vs. 15.8 (4.0) vs. 16.1 
(3.5) 
Physical fatigue at 24 weeks: 15.7 (4.4) vs. 16.4 (3.2) vs. 16.5 
(3.4) 
Mental fatigue at 16 weeks: 15.0 (2.9) vs. 13.8 (4.1) vs. 14.2 
(4.0) 
Mental fatigue at 24 weeks: 15.1 (3.6) vs. 13.9 (3.5) vs. 14.6 
(4.0); p=0.015 for acetyl-L-carnitine change from baseline 

Walach, et al., 
200897 

Distant healing: Received distant healing from 3 healers who were allowed to use 
whichever techniques they used in their normal practice; techniques included either 
prayer or imagining the transmission of ‘healing energy, ‘light’, or ‘healing power’ 
Usual care: Deferred treatment for duration of treatment 
Note: Patients were also randomized to being blinded or unblinded to treatment 
allocation 

NR 
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Author, year 

 
 
Quality of life outcomes 

 
 
Function outcomes 

Vermeulen and 
Scholte, 200496 

NR NR 

Walach, et al., 
200897 

NR Blinded distant healing vs. unblinded distant healing vs. blinded usual care vs. unblinded 
usual care 
Mean (SD) SF-36 physical functioning subscale scores (0-100 scale, lower score indicates 
better health) 
6 months: 34.69 (9.77) vs. 34.79 (10.41) vs. 35.08 (10.01) vs. 33.46 (9.68); p=NS Change from 
baseline: 3.66 (6.83) vs. 3.04 (7.38) vs. 3.29 (7.28) vs. 0.75 (7.85); p=NS Covariance analysis 
effect for blinded vs. unblinded treatment: -1.54 (SE 0.70) 95% CI -2.91 to -0.18 
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Author, year 

 
 
Employment outcomes 

 
 
Other outcomes 

Vermeulen and 
Scholte, 200496 

NR Acetyl-L-carnitine vs. propionyl-L-carnitine vs. combination 
% Improved on CGI 
24 weeks: 59 (17/29) vs. 63 (16/unclear) vs. 37 (11/30) 

Walach, et al., 
200897 

NR NR 
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Author, year 

 
Withdrawals due to adverse 
event 

 
 
Serious harms 

 
 
Other harms 

 
 
Total harms 

 
 
Sponsor 

 
Quality 
rating 

Vermeulen and 
Scholte, 200496 

Acetyl-L-carnitine vs. 
propionyl-L-carnitine vs. 
combination: 10% (3/29) vs. 
7% (2/30) vs. 10% (3/30) 

NR Overstimulated feeling 
and sleeplessness 

NR Unclear Fair 

Walach, et al., 
200897 

NR NR NR NR NR Good 
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Author, year 

 
 
Objective 

 
Population characteristics 
(age, sex, race, co-morbidities) 

 
Diagnostic criteria 
Eligibility criteria 

 
 
Duration of illness 

Weatherley-Jones, 
et al., 200498 

RCT of 
homeopathy vs. 
placebo for 
symptoms 

Homeopathy vs. placebo 
Mean age (SD): 38.9 (10.8) vs. 38.8 (11.3) 
years 
% Female: 57 (no. NR) vs. 62 (no. NR) 
Race: NR 

Oxford (Sharpe, 1991) criteria 
Inclusion: Patients over 18 years of age, meeting the Oxford 
criteria. 
Exclusion: Patients with primary major depression, bipolar 
disorders, psychosis, eating disorders, substance 
abuse/dependence, and somatization disorders. 

Homeopathy vs. 
placebo 
Mean (SD): 4.8 
(4.3) vs. 3.7 (2.4) 
years 

Williams, et al., 
200299 

Crossover RCT 
of melatonin vs. 
phototherapy for 
symptoms 

Overall, for those completing study 
Mean age (SD): 44.5 (11.1) years 
% Female: 57 (17/30) 
Race: NR 

Oxford (Sharpe, 1991) Criteria 
Inclusion: Patients diagnosis with CFS by the Oxford criteria. 
Exclusion: Various reasons including diagnostic uncertainty 
and reluctance to meet the practical demands of the protocol. 

Mean (SD): 3.6 
(3.3) years 

Cognitive and 
behavior 
therapies 
Bazelmans, et al., 
2005100 

Non-randomized 
study of group 
CBT vs. wait list 
for symptoms 

CBT vs. wait list 
Mean age (SD): 37.4 (8.6) vs. 35.8 (9.0) years 
% Female: 68 (21/31) vs. 78 (28/36) 
Race: NR 

CDC (Fukuda, 1994) criteria 
Inclusion: Fatigue score of ≥35 on the CIS scale, score of 
≥700 on the SIP-8, and willing to stop other treatments for 
CFS during study. 
Exclusion: NR 

CBT vs. wait list 
Mean (SD): 6.2 
(5.2) vs. 5.3 (4.5) 
years 
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Author, year 

 
Number approached, screened, eligible, 
enrolled, analyzed 

 
 
Country & setting 

 
Duration of 
followup 

 
 
Attrition 

 
 
Adherence 

Weatherley-Jones, 
et al., 200498 

Number approached: NR 
Number screened: 214 
Number eligible:168 
Number enrolled: 103 
Number analyzed: 86 

United Kingdom 
1 specialty clinic in CFS 
and 1 in infectious 
disease 

6 months Overall: 11% (11/103) 
Homeopathy vs. placebo: 10% 
(5/50) vs. 11% (6/53) 

NR 

Williams, et al., 
200299 

Number approached: NR 
Number screened: 62 
Number eligible: 52 
Number enrolled: 42 
Number analyzed: 30 

United Kingdom 
University hospital 

12 weeks 
treatment, 12 
week washout, 
then 12 week 
crossover and 
12 week 
washout 

Overall: 29% (12/42) 
Melatonin vs. phototherapy: 
27% (6/22) vs. 30% (6/20) 

Random pill counts showed 
no major shortfalls 

Cognitive and 
behavior 
therapies 
Bazelmans, et al., 
2005100 

Number approached: NR 
Number screened: 139 
Number eligible: NR 
Number enrolled: 67 (31 CBT, 36 wait list) 
Number analyzed: 65 (29 CBT, 36 wait list) 

The Netherlands 
2 University hospital 
clinics 

6 months CBT vs. wait list: 6% (2/31) vs. 
0% (0/36) 

NR 

G-75 



 

 
 
 
 
Author, year 

 
 
Interventions 

 
 
Fatigue outcomes 

Weatherley-Jones, 
et al., 200498 

Homeopathy: Homeopathic prescriptions given after consultations, single remedies 
prescribed at each consultation, and occasionally >1 remedy; remedies changed 
throughout, but must be only those remedies which have been proved 
Placebo: Placebo prescribed in the same manner as homeopathy 

Homeopathy vs. placebo 
Mean change from baseline (SD) MFI-20 scores (4-20 scale, 
lower score indicates better health) 
General fatigue: 2.70 (3.93) vs. placebo 1.35 (2.66), p=0.04 
Physical fatigue: 2.13 (4.00) vs. 1.28 (2.74); p=0.21 
Mental fatigue: 2.70 (4.01) vs. 2.05 (2.86); p=0.30 
Mean change from baseline (SD) FIS (0-40 scale for each 
subscale, except 0-80 scale for social subscale, lower score 
indicates better health) 
Cognitive dimension: 4.88 (9.3) vs. 4.21 (7.18); p=0.61 
Physical dimension: 4.98 (8.5) vs. 5.30 (6.69); p=0.98 
Social dimension: 7.92 (18.02) vs. 8.20 (14.06); p=0.79 

Williams, et al., 
200299 

Melatonin: Oral melatonin 5 mg daily 
Phototherapy: Phototherapy with 2500 Lux lightbox 30 minutes in morning 

Melatonin vs. phototherapy 
Median (IQR) visual analog scale score for How fatigued are 
you? (1-10 scale, lower score indicates better health) 
After treatment: 6.1 (4.8 to 8.0) vs. 6.6 (5.0 to 8.0); p=NS 
Median (IQR) Mental Fatigue Inventory scores (0-36 scale, 
lower score indicates better health) 
After treatment: 23 (15.0 to 27.0) vs. 24 (21.0 to 29.0); p=NS 
Median (IQR) SF-36 vitality subscale scores (0-100 scale, 
lower score indicates better health) 
After treatment: 20 (10.0 to 40.0) vs. 20 (10.0 to 25.0); p=NS 

Cognitive and 
behavior 
therapies 
Bazelmans, et al., 
2005100 

Group CBT: 12 2-hour long group CBT sessions over 6 months aimed at challenging 
cognitions concerning a negative self-efficacy and somatic attributions; teaching 
patients to behave according to their own limits and to have adequate periods of rest 
and relaxation, therefore a graded activity program took place. 
Wait list: Wait list for duration of assessments. 

Group CBT vs. wait list 
Mean (SD) CIS fatigue severity scores (8-56 scale, lower 
scores indicate better health) 
6 months: 45.6 (9.6) vs. 48.4 (6.2); p=0.099 
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Author, year 

 
 
Quality of life outcomes 

 
 
Function outcomes 

Weatherley-Jones, 
et al., 200498 

NR Homeopathy vs. placebo 
Mean change from baseline (SD) Functional Limitations Profile scores (scale unclear, higher 
score indicates better health) 
Physical dimension: 5.11 (8.82) vs. 2.72 (8.40), p=0.04 
Psychosocial dimension: 9.81 (14.19) vs. 6.76 (10.67); p=0.14 

Williams, et al., 
200299 

NR Melatonin vs. phototherapy 
Median (IQR) SF-36 physical functioning subscale scores (0-100 scale, lower score indicates 
better health) 
After treatment: 42.5 (16.3 to 53.8) vs. 45 (22.5 to 60.0); p=NS 

Cognitive and 
behavior 
therapies 
Bazelmans, et al., 
2005100 

NR Group CBT vs. wait list 
Mean (SD) functional impairment SIP-8 scores (0-5,799 scale, lower scores indicate better 
health) 
6 months: 1,736 (714) vs. 1,417 (444) 
Change from baseline: 29 vs. -293; p=0.004 
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Author, year 

 
 
Employment outcomes 

 
 
Other outcomes 

Weatherley-Jones, 
et al., 200498 

NR NR 

Williams, et al., 
200299 

NR NR 

Cognitive and 
behavior 
therapies 
Bazelmans, et al., 
2005100 

Group CBT vs. wait list 
Mean (SD) hours worked per week 
6 months: 6.4 (11.7) vs. 6.7 (10.5); p=0.958 

Responders to CBT (n=10) vs. non-responders to CBT (n=17) 
Mean (SD) baseline differences 
Hours worked per week: 10.9 (12.8) vs. 2.6 (6.6); p=0.062 
Functional impairment SIP-8 scores: 1,330 (417) vs. 1,985 (730); p=0.031 
Daily observed fatigue: 7.4 (2.6) vs. 9.7 (2.3); p=0.023 
Daily observed pain: 4.5 (2.6) vs. 7.8 (3.5); p=0.026 
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Withdrawals due to adverse 
event 

 
 
Serious harms 

 
 
Other harms 

 
 
Total harms 

 
 
Sponsor 

 
Quality 
rating 

Weatherley-Jones, 
et al., 200498 

NR NR NR NR NR Fair 

Williams, et al., 
200299 

NR NR NR NR NR Fair 

Cognitive and 
behavior 
therapies 
Bazelmans, et al., 
2005100 

NR NR NR NR National Foundation 
for Public Mental 
Health (Grant No. 
4341) 

Fair 
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Author, year 

 
 
Objective 

 
Population characteristics 
(age, sex, race, co-morbidities) 

 
Diagnostic criteria 
Eligibility criteria 

 
 
Duration of illness 

Burgess, et al., 
2012101 

RCT of Face-to- 
face vs. 
telephone CBT 
for symptoms 

Face-to-face vs. telephone 
Mean age (SD): 38.4 (9.7) vs. 36.7 (10.5) years 
% Female: 74 (26/35) vs. 82 (37/45) 
% White: 90 overall (NR per group) 
% With job to return to: 22 (7/35) vs. 45 (20/45) 

CDC (Fukuda, 1994) and Oxford (Sharpe, 1991) criteria 
Inclusion: Ages 18-65 years, met both CDC and Oxford 
criteria, had CFS for <10 years, able to attend the hospital or 
have telephone sessions bi-weekly. 
Exclusion: Any medical condition that may have accounted 
for their fatigue, had started or changed medication within 3 
months, were pregnant, had psychosis, drug abuse, a 
somatoform disorder or melancholic depression, a subtype of 
major depression with specific features including anhedonia, 
severe weight loss, psychomotor agitation or retardation, 
insomnia with early morning waking, and guilt. 

Face-to-face vs. 
telephone 
Mean (SD): 4.20 
(2.21) vs. 3.80 
(2.09) years 

Deale, et al., 
1997102 
 
Deale, et al., 
2001103 

RCT of CBT vs. 
relaxation for 
symptoms 

CBT vs. relaxation 
Mean age (SD): 31 (9) vs. 38 (11) years 
% Female: 70 (20/30) vs. 67 (20/30) 
Race: NR 
% Unemployed: 63 (19/30) vs. 77 (23/30) 
% On disability benefits: 53 (16/30) vs. 67 
(20/30) 
% Current psychiatric diagnosis: 37 (11/30) vs. 
40 (12/30) 
% Past psychiatric diagnosis: 30 (9/30) vs. 13 
(4/30) 

Oxford (Sharpe, 1991) and United States (Schluederberg, 
1992) criteria 
Inclusion: Main complaint of medically unexplained, disabling 
fatigue of ≥6 months; with impairment of physical and mental 
activities; those taking antidepressants or anxiolytics (dose of 
≤10 mg/day of diazepam or equivalent) were included if dose 
was stable for 3 months before study entry and during the trial. 
Exclusion: Somatization disorder, severe depression, 
ongoing physical investigations, concurrent new treatment, 
and inability to attend all treatment sessions. 

CBT vs. relaxation 
Mean (SD): 3.4 
(2.1) vs. 4.6 (3.3) 
years 
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Number approached, screened, eligible, 
enrolled, analyzed 

 
 
Country & setting 

 
Duration of 
followup 

 
 
Attrition 

 
 
Adherence 

Burgess, et al., 
2012101 

Number approached: NR 
Number screened: 410 
Number eligible: 110 
Number enrolled: 80 (35 face-to-face, 45 
telephone) 
Number analyzed: 43 (23 face-to-face, 20 
telephone) 

United Kingdom 
CFS Research and 
Treatment Unit at the 
South London and 
Maudsley NHS Trust in 
London 

12 months Face-to-face vs. telephone: 
34% (12/35) vs. 56% (25/45) 

Face-to-face vs. telephone: 
20% (7/35) vs. 33% (15/45) 
did not receive treatment 
Participants attended an 
average of 11.3 sessions 

Deale, et al., 
1997102 
 
Deale, et al., 
2001103 

Number approached: NR 
Number screened: 142 
Number eligible: 67 
Number enrolled: 60 (30 CBT, 30 
relaxation) 
Number analyzed: 60 (30 CBT, 30 
relaxation) in Deale, 1997; 53 (25 CBT, 28 
relaxation) in Deale, 2001 

United Kingdom 
Singe hospital clinic 
specializing in CFS 

Deale, 1997: 6 
months 
 
Deale, 2001: 5 
years 

CBT vs. relaxation: 10% (3/30) 
vs. 13% (4/30) 

NR 
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Author, year 

 
 
Interventions 

 
 
Fatigue outcomes 

Burgess, et al., 
2012101 

Face-to-face: Up to 15 sessions of face-to-face CBT, first 2 sessions were 1.5 hours 
long with additional sessions lasting from 50-60 minutes. 
Telephone: Up to 14 sessions of CBT, first session was face-to-face and lasted up to 
3 hours, with additional sessions conducted over the phone. 
Note: Both CBT interventions were aimed at helping patients to change behavioral and 
cognitive factors, focusing specifically on changing avoidance behavior, unhealthy 
sleep patterns, and unhelpful beliefs in order to improve levels of fatigue and disability. 
Individual sessions consisted of socialization with therapist and discussion of 
approach; agenda setting; homework reviewing; planning of future homework; 
discussion about how to mange sleep problems; ways to gradually increase activity 
without overdoing it; identifying and challenging unhelpful cognitions that were 
standing in the way of behavioral change; social factors if identified as important in 
perpetuating the symptoms and disability associated with their CFS; management of 
setbacks; and goals to work toward after treatment during followup. 

Face-to-face vs. telephone 
Mean (SD) Chalder fatigue scale scores (0-11 scale, lower 
scores indicate better health, score of ≥4 is cutoff for 
caseness); all p values are NS 
3 months: 7.08 (3.97) vs. 7.08 (3.56) 
6 months: 5.75 (4.49) vs. 7.75 (3.77) 
12 months: 6.83 (4.57) vs. 7.89 (3.75) 

Deale, et al., 
1997102 
 
Deale, et al., 
2001103 

CBT: 13 individual weekly or biweekly sessions over 4-6 months with the aim of 
showing patients that activity could be increased steadily and safely without 
exacerbating symptoms. 
Relaxation: 13 individual weekly or biweekly sessions over 4-6 months teaching 
progressive muscle relaxation, visualization, and rapid relaxation skills. 

CBT vs. relaxation 
Mean (SD) fatigue problem rating scores (0-8 scale, lower 
scores indicate better health) 
6 month followup: 3.4 (2.2) vs. 5.5 (1.9) 
p<0.001 for between group differences over time 
Mean (SD) Chalder fatigue scale scores (0-11, scores of ≥4 
indicate caseness or excessive fatigue, lower scores indicate 
better health) 
6 month followup: 4.1 (4.0) vs. 7.2 (4.0) 
p<0.001 for between group differences over time 
% With fatigue rating by assessor at 3 months followup 
Better or much better: 72 (18/25) vs. 17 (4/23); p<0.001 
Unchanged or worse: 28 (7/25) vs. 83 (19/23) 
% With score <4 on Chalder fatigue scale 
6 month followup: 63 (17/27) vs. 15 (4/26); p=0.001 
5 year followup: 28 (7/25) vs. 25 (7/28); p=1.00 
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Quality of life outcomes 

 
 
Function outcomes 

Burgess, et al., 
2012101 

NR Face-to-face vs. telephone 
Mean (SD) SF-36 physical functioning scale scores (0-100 scale, higher scores indicate better 
health) 
3 months: 58.97 (19.38) vs. 62.89 (20.33) 
6 months: 65.78 (23.61) vs. 62.96 (20.36) 
12 months: 62.32 (24.96) vs. 65.83 (21.73); p=0.043 for change from baseline for both groups 

Deale, et al., 
1997102 
 
Deale, et al., 
2001103 

NR CBT vs. relaxation 
Mean (SD) SF-36 physical functioning scale (0-100 scale, higher scores indicate better health) 
6 month followup: 71.6 (28.0) vs. 38.4 (26.9); p<0.03 
% With good outcome on SF-36 physical functioning scale (increase of ≥50 from baseline to 6 
months, or end score of ≥ 83): 
6 months followup: 63 (19/30) vs. 17 (5/30); difference of 46 (95% CI 24 to 68) p<0.001 
5 year followup: 48 (12/25) vs. 32 (9/28); p=0.27 
% With rating by assessor at 3 month followup 
Better or much better: 80 (20/25) vs. 26 (6/23); p<0.001 
Unchanged or worse: 20 (5/25) vs. 74 (17/23) 
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Employment outcomes 

 
 
Other outcomes 

Burgess, et al., 
2012101 

Face-to-face vs. telephone 
Mean (SD) Work and social adjustment scale 
scores (0-45 scale, lower scores indicate better 
health) 
3 months: 23.35 (8.54) vs. 21.65 (7.42) 
6 months: 19.40 (10.77) vs. 23.43 (8.06) 
12 months: 20.83 (12.25) vs. 19.40 (8.73); p=0.013 
for change from baseline for both groups 

Face-to-face vs. telephone 
Global improvement scores (% much better or very much better) 
6 months: 60 (15/25) vs. 40 (8/20) 
12 months: 57 (13/23) vs. 55 (11/20) 

Deale, et al., 
1997102 
 
Deale, et al., 
2001103 

CBT vs. relaxation 
Mean (SD) Work and social adjustment scale 
scores (0-8 scale, lower scores indicate better 
health) 
6 month followup: 3.3 (2.2) vs. 5.4 (1.8) 
p<0.001 for between group differences over time 
% With full- or part-time employment at 5 year 
followup: 56 (14/25) vs. 39 (11/28); p=0.28 
Mean (SD) hours worked per week (of employed 
persons, n=14 vs. 11) at 5 year followup: 35.57 
(8.11) vs. 24.00 (4.97); p<0.04 

CBT vs. relaxation 
% With global improvement rating 
Better or much better at 6 month followup: 70 (19/27) vs. 31 (8/26); p<0.01 
Unchanged or worse at 6 month followup: 30 (8/27) vs. 69 (18/26) 
Better or much better at 5 year followup: 68 (17/25) vs. 36 (10/28); p=0.05 
Other outcomes at 5 year follow 
% With symptoms “steadily improved” not “consistently absent’ or “mild”: 68 (17/25) vs. 43 
(12/28); p=0.05 
% With complete recovery (no longer met CFS criteria, employed full-time, score <4 on 
Chalder fatigue scale, and score >83 on SF-36): 24 (6/25) vs. 4 (1/28); p=0.04 
% No longer meeting U.K. criteria for CFS: 52 (13/25) vs. 39 (11/28); p=0.42 
% With no relapses: 36 (9/25) vs. 7 (2/28); p=0.02 
Mean (SD) number of relapses: 2.58 (2.21) vs. 4.08 (1.55); p<0.01 
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Serious harms 

 
 
Other harms 

 
 
Total harms 

 
 
Sponsor 

 
Quality 
rating 

Burgess, et al., 
2012101 

NR NR NR NR NR Fair 

Deale, et al., 
1997102 
 
Deale, et al., 
2001103 

NR NR NR NR South East Thames 
Regional Health 
Authority Locally 
Organized Research 
Scheme 

Fair 
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Objective 

 
Population characteristics 
(age, sex, race, co-morbidities) 

 
Diagnostic criteria 
Eligibility criteria 

 
 
Duration of illness 

Goudsmit, et al., 
2009104 

Non-randomized 
trial of 
counseling vs. 
wait list for 
symptoms 

Counseling vs. wait list 
Mean age (SD): 39.6 (13.4) vs. 37.7 (14.4) 
years 
% Female: 73 (16/22) vs. 59 (13/22) 
% Employed full-time: 9 (2/22) vs. 0 (0/22) 
% On disability benefits: 14 (3/22) vs. 24 (5/22) 
% Changed job/reduced hours due to illness: 
86 (18/21) vs. 95 (18/19) 
% On medication: 45.5 (10/22) vs. 54.5 (12/22) 

Oxford (Sharpe, 1991) criteria 
Inclusion: NR 
Exclusion: NR 

Counseling vs. 
wait list 
Mean (SD): 4.93 
(3.6) vs. 2.92 (2.3) 
years; p<0.05 

Jason, et al., 
2010107 

RCT of buddy 
counseling vs. 
control for 
symptoms 

Buddy counseling vs. control 
Mean age (SD): 56.8 (16.11) vs. 58.3 (9.35) 
years 
% Female: 87 (13/15) vs. 80 (12/15) 
% White: 80 (12/15) vs. 87 (13/15) 
% Other race: 20 (3/15) vs. 13 (2/15) 
% On disability: 47 (7/15) vs. 60 (9/15) 
% Unemployed: 33 (5/15) vs. 33 (5/15) 
% Working part- or full-time: 20 (3/15) vs. 7 
(1/15) 

CDC (Fukuda, 1994) criteria 
Inclusion: Diagnosed with CFS using Fukuda, 1994 criteria 
and felt they could benefit from intervention. 
Exclusion: NR 

NR 

Knoop, et al., 
2008109 
 
Tummers, et al., 
2010109 

RCT of self- 
instruction 
therapy vs. wait 
list for 
symptoms 

Self-instruction vs. wait list 
Mean age (SD): 37.6 (10.0) vs. 38.5 (10.6) 
years 
% Female: 82 (69/84) vs. 76 (65/85) 
Race: NR 

CDC (Fukuda, 1994) criteria 
Inclusion: Age ≥18 years, spoke and read Dutch, not 
engaged in a legal procedure concerning disability-related 
financial benefits, scored ≥35 on the CIS fatigue severity 
subscale; total score of >700 on SIP-8. 
Exclusion: NR 

Self-instruction 
vs. wait list 
Median (range): 72 
(12-420) vs. 96 (12- 
420) months 
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enrolled, analyzed 

 
 
Country & setting 

 
Duration of 
followup 

 
 
Attrition 

 
 
Adherence 

Goudsmit, et al., 
2009104 

Number approached: NR 
Number screened: NR 
Number eligible: NR 
Number enrolled: 44 (22 counseling, 22 
wait list) 
Number analyzed: 44 (22 counseling, 22 
wait list) 

United Kingdom 
CFS specialist at 
Hospital 

6 months NR NR 

Jason, et al., 
2010107 

Number approached: NR 
Number screened: NR 
Number eligible: NR 
Number enrolled: 30 (15 buddy 
counseling, 15 control) 
Number analyzed: 30 (15 buddy 
counseling, 15 control) 

United States, Chicago 
area 
Single site, Research 
Center at University 

4 months NR NR 

Knoop, et al., 
2008109 
 
Tummers, et al., 
2010109 

Number approached: NR 
Number screened: NR 
Number eligible: 184 
Number enrolled: 171 (85 self-instruction, 
86 wait list) 
Number analyzed: 169 (84 self-instruction, 
85 wait list) 

The Netherlands 
Single tertiary care 
facility 

6-12 months 
depending on 
length of 
treatment 

Stepped care program 
Self-instruction vs. wait list 
Did not want to continue with 
CBT: 57% (48/84) vs. 22% 
(19/85) 

NR 
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Author, year 

 
 
Interventions 

 
 
Fatigue outcomes 

Goudsmit, et al., 
2009104 

Counseling: Individual bi-monthly consultations consisting of diagnosis and 
information on CFS, daily diary completitions, advice about activity management, 
advice on limiting distress and increasing energy, and other advice dealing with diet, 
irritable bowel syndrome, and issues related to employment. 
Wait list: Wait list for duration of assessments. 

Counseling vs. wait list 
Mean (SD) Profile of fatigue-related symptoms scale scores (0- 
6 scale, lower scores indicate better health) 
6 months: 2.68 (1.41) vs. 3.84 (1.40); p=0.04 

Jason, et al., 
2010107 

Buddy counseling: 2-hours a week of student buddy support over 4 months 
consisting of emotional support, functional support (any direct help), and social support 
(such as working on household tasks during their visits). 
Control: No treatment for 4 months. 

Buddy counseling vs. control 
Mean (SD) FSS scores (9-63 scale, lower scores indicate 
better health) 
4 months: 52.9 (10.5) vs. 59.4 (3.7); p=0.04 
Mean (SD) SF-36 vitality scale scores (0-100 scale, higher 
scores indicate better health) 
4 months: 29.3 (13.9) vs. 24.7 (9.7); p<0.05 

Knoop, et al., 
2008109 
 
Tummers, et al., 
2010109 

Self-instruction: 16 weeks or more program of self-instruction booklet containing 
information about CFS and weekly assignments. 
Wait list: Wait list control for 6-12 months. 
Tummers, 2010 
Stepped care: Self-instruction as described above, then up to 14 sessions of 
individual CBT over 6 months 
Care as usual: Wait list as described above, then up to 14 sessions of individual CBT 
over 6 months 

Self-instruction vs. wait list 
Mean (SD) CIS fatigue severity scores (8-56 scale, lower 
scores indicate better health) 
Second assessment: 38.9 (12.1) vs. 46.4 (8.7); p<0.001 
% With reduction in CIS fatigue severity scores (CIS <35 and 
reliable change index of >1.96) 
27 (23/84; 95% CI 18 to 37) vs. 7 (6/85; 95% CI 2 to 13); OR 
4.9 (95% CI 1.9 to 12.9); p<0.001 
Tummers, 2010 
Stepped care vs. care as usual 
Mean (SD) CIS fatigue severity scores (8-56 scale, lower 
scores indicate better health) 
Posttreatment: 35.1 (13.6) vs. 34.9 (13.8); difference 0.2 (95% 
CI -3.9 to 4.3); p=0.92 
% With reduction in CIS fatigue severity scores (CIS <35 and 
reliable change index of >1.96) 
49 (41/84) vs. 48 (41/85); OR 1.0 (95% CI 0.53 to 1.89); 
p=1.00 
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Goudsmit, et al., 
2009104 

NR Counseling vs. wait list 
Mean (SD) functional impairment scale scores (0-32 scale, lower scores indicate better health) 
6 months: 20.86 (6.09) vs. 22.73 (5.71); p=0.24 

Jason, et al., 
2010107 

NR Buddy counseling vs. control 
Mean (SD) SF-36 physical functioning scale scores (0-100 scale, higher scores indicate better 
health) 
4 months: 36.1 (14.1) vs. 36.0 (29.9); p=0.06 

Knoop, et al., 
2008109 
 
Tummers, et al., 
2010109 

NR Self-instruction vs. wait list 
Mean (SD) SF-36 physical functioning scale (0-100 scale, higher scores indicate better health) 
Second assessment: 65.9 (23.2) vs. 60.2 (23.7); p=0.011 
Mean (SD) functional impairment SIP-8 scores (0-5,799 scale, lower scores indicate better 
health) 
Second assessment: 1,515 (545) vs. 1,319 (619); p<0.001 
Tummers, 2010 
Stepped care vs. care as usual 
Mean (SD) SF-36 physical functioning scale (0-100 scale, higher scores indicate better health) 
Posttreatment: 71.6 (23.2) vs. 72.3 (24.3); difference -1.1 (95% CI -7.2 to 5.0); p=0.72 
Mean (SD) functional impairment SIP-8 scores (0-5,799 scale, lower scores indicate better 
health) 
Posttreatment: 826 (655) vs. 819 (653); difference 30.2 (95% CI -178 to 238); p=0.77 
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Other outcomes 

Goudsmit, et al., 
2009104 

NR NR 

Jason, et al., 
2010107 

NR NR 

Knoop, et al., 
2008109 
 
Tummers, et al., 
2010109 

NR Tummers, 2010 
Stepped care vs. care as usual 
Mean (SD) number of CBT sessions: 10.9 (4.4) vs. 14.5 (5.3); p<0.01 
Median minutes in sessions (range): 420 (120-1,440 vs. 720 (120-2,040); p=0.01 
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rating 

Goudsmit, et al., 
2009104 

NR NR NR NR Action for ME Poor 

Jason, et al., 
2010107 

NR NR NR NR National Institute of 
Allergy and Infectious 
Diseases (grant 
numbers AI36295 
and AI49720) 

Poor 

Knoop, et al., 
2008109 
 
Tummers, et al., 
2010109 

NR NR NR NR NR Fair 
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Author, year 

 
 
Objective 

 
Population characteristics 
(age, sex, race, co-morbidities) 

 
Diagnostic criteria 
Eligibility criteria 

 
 
Duration of illness 

Lopez, et al., 
2011110 

RCT of group 
CBT vs. control 
for symptoms 

Mean age (SD): 45.9 (9.3) years 
% Female: 88 (61/69) 
% White: 77 (53/69) 
% Latino: 17 (12/69) 
% Caribbean Islander: 1 (7/69) 
% Biracial: 1 (7/69) 
% Another ethnic group: 3 (2/69) 
% Working full-time: 13 (9/69) 
% Working part-time: 19 (13/69) 
% Unemployed: 16 (11/69) 
% Retired: 4 (3/69) 
% Student: 3 (2/69) 
% On disability: 45 (31/69) 

CDC (Fukuda, 1994) criteria 
Inclusion: 18-60 years, had ≥8th grade education, fluent in 
English. 
Exclusion: Active or previous medical condition that would 
explain the presence of chronic fatigue, positive for Lyme 
disease, had an infection that was treated with antibiotics 
within 3 weeks of the study, had surgery requiring general 
anesthesia within the past month of the study, were on any 
immunomodulator, had a history of major psychiatric illness, 
are currently in psychotherapy, had a history of substance or 
drug use within 2 years of the onset of CFS, or a history of 
major psychiatric illness. 

NR 
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Author, year 

 
Number approached, screened, eligible, 
enrolled, analyzed 

 
 
Country & setting 

 
Duration of 
followup 

 
 
Attrition 

 
 
Adherence 

Lopez, et al., 
2011110 

Number approached: NR 
Number screened: NR 
Number eligible: 113 
Number enrolled: 69 (44 group CBT, 25 
control) 
Number analyzed: 58 (38 group CBT, 20 
control) 

United States 
Single site, not described 

12 weeks Overall: 15.9% (11/69) 
Group CBT vs. control: 13.6% 
(6/44) vs. 20% (5/25) 

NR, but group sessions, so 
except for the attrition, all 
assumed to adhere to 
program 
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Author, year 

 
 
Interventions 

 
 
Fatigue outcomes 

Lopez, et al., 
2011110 

Group CBT: 12 weekly 2-hour group sessions of cognitive behavioral stress 
management consisting of 2 parts: 1) relaxation component and 2) didactic and 
discussion component; main technique used was cognitive restructuring targeting 
cognitive appraisals of ongoing stressors. 
Control: 1 session of psychoeducation summarizing strategies from the 12 week 
intervention. 

Group CBT vs. control 
Mean (SD) POMS-Fatigue subscale (0-28 scale, lower scores 
indicate better health) 
After treatment: 17.85 (7.34) vs. 20.09 (6.99); p=0.06 
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Author, year 

 
 
Quality of life outcomes 

 
 
Function outcomes 

Lopez, et al., 
2011110 

Group CBT vs. control 
Mean (SD) QOLI scores 
Category score (range 1-4, lower scores indicate 
better health) 
After treatment: 2.81 (1.15) vs. 3.26 (0.87); p=0.02 
Raw score after treatment: 1.17 (1.83) vs. 0.82 (1.37); 
p=0.05 
T score after treatment: 39.28 (14.17) vs. 36.42 
(10.56); p=0.05 

NR 
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Author, year Employment outcomes Other outcomes 

Lopez, et al., 
2011110 

NR NR 
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Author, year 

 
Withdrawals due to adverse 
event 

 
 
Serious harms 

 
 
Other harms 

 
 
Total harms 

 
 
Sponsor 

 
Quality 
rating 

Lopez, et al., 
2011110 

NR NR NR NR NIH Poor 
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Author, year 

 
 
Objective 

 
Population characteristics 
(age, sex, race, co-morbidities) 

 
Diagnostic criteria 
Eligibility criteria 

 
 
Duration of illness 

O’Dowd, et al., 
2006112 

RCT of group 
CBT vs. group 
support vs. 
usual care for 
symptoms 

Group CBT vs. group support vs. usual care 
Mean age (SD): 41.6 (12.0) vs. 38.8 (11.8) vs. 
42.9 (11.6) years 
% Female: 54 (28/52) vs. 76 (38/50) vs. 71 
(36/51) 
Race: NR 
% Discontinued main occupation due to CFS: 
77 (36/52) vs. 63 (29/50) vs. 70 (35/51) 

CDC (Fukuda, 1994) criteria 
Inclusion: Presentation consistent with ME/CFS described by 
Fukuda; able to read and understand patient information 
leaflet. 
Exclusion: Concurrent severe mental illness (i.e. psychosis 
and allied conditions); planned or concurrent rehabilitation; 
inability to attend all treatment sessions; or ongoing physical 
investigation. 

Group CBT vs. 
group support vs. 
usual care 
% With symptoms 
for >60 months: 42 
(21/50) vs. 50 
(25/50) vs. 54 
(27/50) 
% Diagnosed >12 
months before 
study: 57% (28/49) 
vs. 45% (20/44) vs. 
62% (29/47) 
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Author, year 

 
Number approached, screened, eligible, 
enrolled, analyzed 

 
 
Country & setting 

 
Duration of 
followup 

 
 
Attrition 

 
 
Adherence 

O’Dowd, et al., 
2006112 

Number approached: NR 
Number screened: NR 
Number eligible: NR 
Number enrolled: 153 (52 CBT, 50 
support, 51 usual care) 
Number analyzed: 153 (52 CBT, 50 
support, 51 usual care) 

United Kingdom 
Pain Management 
Hospital 

12 months Group CBT vs. group support 
vs. usual care: 25% (13/52) vs. 
8% (4/50) vs. 14% (7/51) 

6% (3/52) of CBT group 
received support; 8% (4/50) 
of support group received 
CBT 
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Author, year 

 
 
Interventions 

 
 
Fatigue outcomes 

O’Dowd, et al., 
2006112 

Group CBT: 8 2-hour group CBT sessions bi-weekly aimed at modifying thoughts and 
beliefs about symptoms and illness; and modifying behavioral responses to symptoms 
and illness, such as rest, sleep, and activity; with goal to increase adaptive coping 
strategies and reduce the distress and disability of CFS. 
Group Support: 8 2-hour group education and support sessions bi-weekly focusing on 
sharing of experiences and learning of basic relaxation skills. 
Usual care: Managed in primary care and received no other intervention. 

Group CBT vs. group support vs. usual care 
Mean (SD) Chalder fatigue scale (0-33 scale, lower scores 
indicate better health) 
6 months: 17.9 (8.41) vs. 21.4 (7.55) vs. 21.8 (6.90); p=0.19 
12 months: 17.4 (7.32) vs. 21.4 (7.79) vs. 18.8 (7.19); p=0.19 
Difference between groups from baseline at 12 months 
CBT vs. support: -3.16 (95% CI -5.59 to -0.74); p=0.011 
CBT vs. usual care: -2.61 (95% CI -4.92 to -0.30); p=0.027* 
Support vs. usual care: 0.55 (95% CI -1.56 to 2.66); p=NR 
 
*Note: this number is -2.16 in the text and -2.61 in the table 
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Author, year 

 
 
Quality of life outcomes 

 
 
Function outcomes 

O’Dowd, et al., 
2006112 

Group CBT vs. group support vs. usual care Mean 
(SD) health related quality of life utility scores (higher 
scores indicate better health); all p values are NS 
6 months: 0.43 (0.28) vs. 0.34 (0.32) vs. 0.41 (0.25) 
12 months: 0.45 (0.34) vs. 0.34 (0.35) vs. 0.46 (0.30) 
Difference between groups from baseline at 12 
months 
CBT vs. support: 0.023 (95% CI -0.065 to 0.11) CBT 
vs. usual care: 0.029 (95% CI -0.052 to 0.11) Support 
vs. usual care: 0.006 (95% CI -0.082 to 0.095) 

Group CBT vs. group support vs. usual care 
Mean (SD) SF-36 physical functioning scale (0-100 scale, higher scores indicate better health); 
all p values are NS 
6 months: 33.4 (9.04) vs. 32.3 (9.30) vs. 34.5 (9.95) 
12 months: 35.2 (8.15) vs. 32.5 (7.91) vs. 35.0 (9.93) 
% Reporting SF-36 score in normal range (score was on or above the 5th centile for the 
distribution, estimated as the mean -1.645 × SD for the gender-specific age group) 
6 months: 40 (17/43) vs. 24 (11/45) vs. 44 (20/46) 
12 months: 46 (18/39) vs. 26 (12/46) vs. 44 (19/44); OR 1.03 (95% CI 0.38 to 2.73) for support 
vs. CBT; OR 1.51 (95% CI 0.58 to 3.91) for usual care vs. CBT; OR 1.47 (0.56 to 3.81) for 
support vs. usual care 
% Reporting ≥15% increase from baseline 
6 months: 24 (11/43) vs. 33 (15/45) vs. 28 (13/46) 
12 months: 26 (10/39) vs. 26 (12/46) vs. 43 (19/44) 
6 and/or 12 months: 32 (15/NR) vs. 40 (19/NR) vs. 49 (23/NR); OR 1.29 (95% CI 0.58 to 2.86) 
for support vs. CBT; OR 1.68 (95% CI 0.76 to 3.69) for usual care vs. CBT; OR 1.30 (95% CI 
0.61 to 2.76) 
Mean incremental shuttle walking test; shuttles walked (number of complete 10m shuttles) 
6 months: 28.5 vs. 25.6 vs. 23.6 
12 months: 28.9 vs. 24.1 vs. 24.2 
Difference between groups from baseline to 12 months 
CBT vs. support: 1.16 (95% CI 0.94 to 1.43) CBT 
vs. usual care: 1.20 (95% CI 0.99 to 1.45) Support 
vs. usual care: 1.04 (95% CI 0.86 to 1.24) 
Mean incremental shuttle walking test; normal walking speed (number of shuttles per level per 
minute) 
6 months:12.1 vs. 8.76 vs. 9.39 
12 months: 12.2 vs. 10.0 vs. 9.46 
6 and/or 12 months: 11.58 (0.71) vs. 9.82 (0.53) vs.8.76 (0.47); p=0.006 
Difference between groups from baseline to 12 months 
CBT vs. support: 1.77 (95% CI 0.025 to 3.51); p=0.0055 
CBT vs. usual care: 2.83 (95% CI 1.12 to 5.53); p=0.0055 
Support vs. usual care: 1.06 (-0.37 to 2.49); p=0.15 
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Author, year 

 
 
Employment outcomes 

 
 
Other outcomes 

O”Dowd, et al., 
2006112 

NR NR 
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Author, year 

 
Withdrawals due to adverse 
event 

 
 
Serious harms 

 
 
Other harms 

 
 
Total harms 

 
 
Sponsor 

 
Quality 
rating 

O”Dowd, et al., 
2006112 

NR NR NR NR HTA Program (project 
NO. 974/41/08) 

Fair 
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Author, year 

 
 
Objective 

 
Population characteristics 
(age, sex, race, co-morbidities) 

 
Diagnostic criteria 
Eligibility criteria 

 
 
Duration of illness 

Sharpe, et al., 
1996113 

RCT of CBT vs. 
usual care for 
symptoms 

CBT vs. control 
Mean age (SD): 34 (9.1) vs. 38 (11.8) years 
% Female: 60 (18/30) vs. 77 (23/30) 
Race: NR 
% Not working or studying: 87 (26/30) vs. 50 
(15/30) 
% Major depressive disorder: 20 (6/30) vs. 20 
(6/30) 
% Any depressive disorder: 53 (16/30) vs. 57 
(17/30) 
% Any anxiety disorder: 47 (14/30) vs. 50 
(15/30) 
% Any anxiety or depression disorder: 67 
(20/30) vs. 67 (20/30) 
% Somatization disorder: 10 (3/30) vs. 10 
(3/30) 

Oxford (Sharpe 1991) criteria 
Inclusion: Ages 18-60 years, with major complaint of fatigue. 
Exclusion: Currently receiving psychotherapy or 
antidepressant drugs; unwilling to accept randomization or 
unavailable for followup; met criteria for severe depression or 
had history of bipolar disorder, schizophrenia, or substance 
misuse; or at significant risk of suicide or in need of urgent 
psychiatric treatment. 

CBT vs. control 
Mean (SD): 33.6 
(9.1) vs. 29.7 
(24.1) months 
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Author, year 

 
Number approached, screened, eligible, 
enrolled, analyzed 

 
 
Country & setting 

 
Duration of 
followup 

 
 
Attrition 

 
 
Adherence 

Sharpe, et al., 
1996113 

Number approached: NR 
Number screened: 123 
Number eligible: 62 
Number enrolled: 60 (30 CBT, 30 control) 
Number analyzed: 60 (30 CBT, 30 control) 

United Kingdom, Oxford 
2 Centers 

12 months Only 1/60 did not complete 12 
month followup data 

All CBT patients completed 
their intervention 
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Author, year 

 
 
Interventions 

 
 
Fatigue outcomes 

Sharpe, et al., 
1996113 

CBT: 16 1-hour sessions of individual CBT over 4 months emphasizing cognitive 
techniques and tailored for patients with CFS, strategies to reduce excessive 
perfectionism and self criticism, and an active problem solving approach to 
interpersonal and occupational difficulties was also employed. 
Control: Patients were followed by their General Practitioner in their usual way. 

NR 
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Author, year 

 
 
Quality of life outcomes 

 
 
Function outcomes 

Sharpe, et al., 
1996113 

NR CBT vs. control 
Achieved KPS score of ≥80 
5 months: 27% (8/30) vs. 20% (6/30); difference of 7 (95% CI -15 to 28) 
8 months: 53% (16/30) vs. 30% (9/30); difference of 23 (95% CI 0 to 48) 
12 months: 73% (22/30) vs. 27% (8/30); difference of 47 (95% CI 24 to 69) 
Improvement of ≥10 points on KPS 
5 months: 23% (7/30) vs. 7% (2/30); difference of 17 (95% CI 0 to 34) 
8 months: 60% (18/30) vs. 20% (6/30); difference of 40 (95% CI 17 to 63) 
12 months: 73% (22/30) vs. 23% (7/30); difference of 50 (95% CI 28 to 72) 
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Author, year 

 
 
Employment outcomes 

 
 
Other outcomes 

Sharpe, et al., 
1996113 

NR NR 
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Author, year 

 
Withdrawals due to adverse 
event 

 
 
Serious harms 

 
 
Other harms 

 
 
Total harms 

 
 
Sponsor 

 
Quality 
rating 

Sharpe, et al., 
1996113 

NR NR NR NR Welcome Trust Good 
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Author, year 

 
 
Objective 

 
Population characteristics 
(age, sex, race, co-morbidities) 

 
Diagnostic criteria 
Eligibility criteria 

 
 
Duration of illness 

Taylor, 2004114 RCT of 
counseling vs. 
wait list for 
symptoms 

Counseling vs. wait list 
Mean age (SD): 49.0 (10.9) vs. 44.9 (9.7) years 
% Female: 91 (21/23) vs. 100 (24/24) 
% Minority: 17 (4/23) vs. 17 (4/24) 
% Working full-time: 9 (2/23) vs. 21 (5/24) 
% Working part-time: 22 (5/23) vs. 8 (2/24) 
% Unemployed: 70 (16/23) vs. 71 (17/24) 

CDC (Fukuda, 1994) 
Inclusion: Adults with CFS by Fukuda criteria. 
Exclusion: Psychiatric illness that would rule out CFS 
diagnosis, untreated hypertension. 

NR 

Tummers, et al., 
2012115 

RCT of self- 
instruction 
therapy vs. wait 
list for 
symptoms 

Self-instruction vs. wait list 
Mean age (SD): 36.3 (12.1) vs. 36.4 (13.6) 
years 
% Female: 74 (46/62) vs. 82 (50/61) 
Race: NR 

CDC (Fukuda, 1994) criteria 
Inclusion: Age 18-65 years, were severely fatigued (≥35 on 
the fatigue severity subscale of the CIS), were fatigued for ≥6 
months, were severely disabled (≤70 on physical and/or social 
functioning subscale of SF-36), reported ≥4 of 8 additional 
symptoms: unrefreshing sleep, post exertional malaise, 
headache, muscle pain, multi-joint pain, sore throat, tender 
lymph nodes, impairment of concentration or memory. 
Exclusion: Those with the presence of somatic diseases or 
psychiatric disorders and the use of medication that could 
explain the fatigue. 

Self-instruction 
vs. wait list 
Median (range): 48 
(6-464) vs. 60 (6- 
625) months 
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Author, year 

 
Number approached, screened, eligible, 
enrolled, analyzed 

 
 
Country & setting 

 
Duration of 
followup 

 
 
Attrition 

 
 
Adherence 

Taylor, 2004114 Number approached: NR 
Number screened: 52 
Number eligible: 50 
Number enrolled: 47 (23 counseling, 24 
wait list) 
Number analyzed: 47 (23 counseling, 24 
wait list) 

United States, Chicago 
area 
Single site, not described 

12 months None dropped out Stated program adherence 
was good, but otherwise NR 

Tummers, et al., 
2012115 

Number approached: NR 
Number screened: 181 
Number eligible: 142 
Number enrolled: 123 (62 self-instruction, 
61 wait list) 
Number analyzed: 111 (55 self-instruction, 
56 wait list) 

The Netherlands 
Single tertiary care 
facility 

6 months Self-instruction vs. wait list 
11% (7/62) vs. 8% (5/61) 

NR 
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Author, year 

 
 
Interventions 

 
 
Fatigue outcomes 

Taylor, 2004114 Counseling: 8 sessions of a group illness-management program occurring biweekly 
over 4 months consisting of check-ins, reporting of self-monitored goal attainment, 
educational lecture and discussion of self-selected, CFS-relevant topics including 
activity pacing using the Envelope Theory, cognitive coping skills training, relaxation 
and meditation training, employment issues and economic self-sufficiency, personal 
relationships, traditional and complementary medical approaches, and nutritional 
approaches. This was followed by a 1 month break and then 7 months of 1-on-1 peer 
counseling, which consisted of self-advocacy training, continued monitoring of goal 
attainment, and ongoing case coordination services. 
Wait list: On waiting list for 12 months, then given program as described above. 
Results of this group after they received the program are NR. 

NR 

Tummers, et al., 
2012115 

Self-instruction: Up to 20 weeks of guided self-instruction which included setting goals  
reviewing of precipitating and perpetuating factors, challenging of fatigue-related 
cognitions, reducing focus on fatigue, physical activity level adapted for either relatively- 
active person or a low-active person, gradually asked to increase activity, challenging 
of beliefs that activity would exacerbate symptoms, begin plan for resuming work, 
modifying excessive expectations regarding the response of their social environment to 
their symptoms, gradually increase mental and social activities, and relapse 
prevention. 
Wait list: Waitlist control for duration of intervention. 

Self-instruction vs. wait list 
Mean (SD) CIS fatigue severity scores (8-56 scale, lower 
scores indicate better health) 
Second assessment: 39.6 (14.1) vs. 48.3 (8.1); p<0.01 
% With reduction in CIS fatigue severity scores (CIS <35 and 
reliable change index of >1.96) 
33 (18/55) vs. 9 (5/56); OR 5.0 (95% CI 1.69 to 14.57) 
Subanalysis of baseline group with SF-36 physical 
functioning score ≤70 
Self-instruction (n=53) vs. wait list (n=50) 
Mean (SD) CIS fatigue severity scores (8-56 scale, lower 
scores indicate better health) 
Second assessment: 38.9 (14.3) vs. 50.1 (6.2) 
Change from baseline: -12.4 vs. -2.4; difference: -9.9 (95% CI, - 
5.4 to -14.3); p<0.01 
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Author, year 

 
 
Quality of life outcomes 

 
 
Function outcomes 

Taylor, 2004114 Counseling vs. wait list 
Mean (SD) QLI scores (0-30 scale, higher scores 
indicate better outcomes) 
Overall at 4 months: 13.2 (3.8) vs. 14.6 (4.8) Overall 
at 12 months: 15.7 (3.7) vs. 14.6 (4.1) Change in 
score at 12 months from baseline: 2.6 vs. 
0.6; p<0.05 
Health and function subscale at 4 months: 12.8 (1.8) 
vs. 13.6 (2.1) 
Health and function subscale at 12 months: 14.1 (1.7) 
vs. 13.6 (1.8) 
Social and economic subscale at 4 months: 15.2 (0.8) 
vs. 15.5 (1.0) 
Social and economic subscale at 12 months: 15.6 
(0.8) vs. 15.5 (0.9) 
Psychological and spiritual subscale at 4 months: 15.0 
(1.1) vs. 15.2 (1.3) 
Psychological and spiritual subscale at 12 months: 
15.5 (1.1) vs. 15.1 (1.2) 
Family subscale at 4 months: 15.4 (1.0) 
Family subscale at 12 months: 15.6 (0.8) vs. 15.5 (0.9) 
Change in score at 12 months from baseline: 0.2 vs. - 
0.2; p<0.05 

NR 

Tummers, et al., 
2012115 

NR Self-instruction vs. wait list 
Mean (SD) SF-36 physical functioning scale (0-100 scale, higher scores indicate better health) 
Second assessment: 65.4 (24.9) vs. 59.3 (22.9); p=0.08 
Subanalysis of baseline group with SF-36 physical functioning score ≤70 
Self-instruction (n=53) vs. wait list (n=50) 
Mean (SD) SF-36 physical functioning scale (0-100 scale, higher scores indicate better health) 
Second assessment: 63.0 (25.9) vs. 53.4 (18.7) 
Chnage from baseline: 18.5 vs. 9.6, difference: 9.05 (95% CI, 0.2 to 17.9); p<0.05 
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Author, year 

 
 
Employment outcomes 

 
 
Other outcomes 

Taylor, 2004114 NR NR 
Tummers, et al., 
2012115 

NR NR 
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Author, year 

 
Withdrawals due to adverse 
event 

 
 
Serious harms 

 
 
Other harms 

 
 
Total harms 

 
 
Sponsor 

 
Quality 
rating 

Taylor, 2004114 None withdrew NR NR NR U.S. Department of 
Education National 
Institute on Disability 
and Rehabilitation 
Research Grant 
#H133G000097 

Good 

Tummers, et al., 
2012115 

NR NR NR NR Dutch Medical 
Research Council 
ZonMW 

Good 
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Author, year 

 
 
Objective 

 
Population characteristics 
(age, sex, race, co-morbidities) 

 
Diagnostic criteria 
Eligibility criteria 

 
 
Duration of illness 

Tummers, et al., 
2013117 
 
Secondary 
analysis of Knoop, 
et al., 2008109 & 
Tummers, et al.., 
2012115 combined 

RCT of self- 
instruction 
therapy vs. wait 
list for 
symptoms 

Self-instruction vs. wait list 
Mean age (SD): 37.2 (10.9) vs. 37.9 (12.1) 
years 
% Female: NR 
Race: NR 

CDC (Fukuda, 1994) criteria 
Inclusion: Patients included in Knoop, 2008 and Tummers, 
2012 RCTs. 
Exclusion: Those who did not have complete data at the 
second assessment. 

NR 
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Author, year 

 
Number approached, screened, eligible, 
enrolled, analyzed 

 
 
Country & setting 

 
Duration of 
followup 

 
 
Attrition 

 
 
Adherence 

Tummers, et al., 
2013117 
 
Secondary analysis 
of Knoop, et al., 
2008109 & 
Tummers, et al.., 
2012115 combined 

See Knoop, 2008 and Tummers, 2012 The Netherlands 
Single tertiary care 
facility 

6-12 months 
based on the 
RCTs 

NR NR 
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Author, year 

 
 
Interventions 

 
 
Fatigue outcomes 

Tummers, et al., 
2013117 
 
Secondary analysis 
of Knoop, et al., 
2008109 & 
Tummers, et al.., 
2012115 combined 

Self-instruction: As described in Knoop, 2008 and Tummers, 2012. 
Wait list: As described in Knoop, 2008 and Tummers, 2012. 

Interaction tests for potential moderators from linear 
regression models (95% CI) 
Age (years): 0.15 (0.01 to 0.045); p<0.05 
Depression: 0.15 (0.04 to 1.95); p=0.04 
Perpetuating factors 
Self-efficacy: -0.06 (-1.18 to 0.56); p=0.48 
Somatic attribution: 0.10 (-0.32 to 1.43); p=0.21 
Avoidance of activity: 0.17 (0.03 to 1.78); p=0.04 
Focus on bodily symptoms: -0.02 (-0.61 to 0.52); p=0.88 
Interaction tests for potential moderators from logistic 
regression models (95% CI) 
Age (years): 1.06 (0.99 to 1.13); p=0.10 
Depression: 1.40 (1.08 to 1.82); p=0.01 
Perpetuating factors 
Self-efficacy: 0.81 (0.62 to 1.05); p=0.11 
Somatic attribution: 1.13 (0.87 to 1.46); p=0.36 
Avoidance of activity: 1.34 (1.03 to 1.74); p=0.03 
Focus on bodily symptoms: 1.02 (0.87 to 1.20); p=0.80 
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Author, year 

 
 
Quality of life outcomes 

 
 
Function outcomes 

Tummers, et al., 
2013117 
 
Secondary analysis 
of Knoop, et al., 
2008109 & 
Tummers, et al.., 
2012115 combined  

NR NR 
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Employment outcomes 

 
 
Other outcomes 

Tummers, et al., 
2013117 
 
Secondary analysis 
of Knoop, et al., 
2008109 & 
Tummers, et al.., 
2012115 combined 

NR NR 
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Withdrawals due to 
adverse event 

 
 
Serious harms 

 
 
Other harms 

 
 
Total harms 

 
 
Sponsor 

 
Quality 
rating 

Tummers, et al., 
2013117 
 
Secondary analysis 
of Knoop, et al., 
2008109 & 
Tummers, et al.., 
2012115 combined 

NR NR NR NR See Knoop, 2008 and 
Tummers, 2012 

See Knoop, 
2008 and 
Tummers, 
2012 
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Author, year 

 
 
Objective 

 
Population characteristics 
(age, sex, race, co-morbidities) 

 
Diagnostic criteria 
Eligibility criteria 

 
 
Duration of illness 

Wearden, et al., 
2010118 
FINE Trial 
 
Wearden, et al., 
2012119 
 
Wearden and 
Emsley, 2013120 

RCT of 
pragmatic rehab 
vs. supportive 
listening vs. 
usual care for 
symptoms 

Pragmatic rehab vs. supportive listening vs. 
usual care 
Mean age: 43.74 vs. 45.13 vs. 44.92 years 
% Female: 78 (74/95) vs. 79 (80/101) vs. 76 
(76/100) Race: NR 
% Ambulatory: 90 (85/95) vs. 87 (88/101) vs. 
88 (88/100) 
% Met London ME criteria: 30 (28/95) vs. 31 
(31/101) vs. 33 (33/100) 
% Any anxiety diagnosis: 27 (21/95) vs. 20 
(17/101) vs. 26 (22/100) 
% Any depression diagnosis: 19 (18/95) vs. 15 
(15/101) vs. 20 (20/100) 
% With ≥2 comorbidities: 34 (32/95) vs. 32.7 
(33/101) vs. 43 (43/100) 
% With 1 comorbidity: 22 (21/95) vs. 28 
(29/101) vs. 24 (24/100) 
% With no comorbidities: 44 (42/95) vs. 39 
(39/101) vs. 33 (33/100) 

Oxford (Sharpe ,1991) criteria 
Inclusion: Ages ≥18 years, scored ≤70% on SF-36 physical 
functioning scale, scored ≥4 on Chalder fatigue scale. 
Exclusion: Fit criteria for antisocial, borderline, or paranoid 
personality disorders; active suicidal ideation; unable to read 
or write English; currently under taking systemic psychological 
therapies for CFS/ME; had received pragmatic rehabilitation in 
the past year. 

Median (range): 7 
(0.5-51.7) years 
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Author, year 

 
Number approached, screened, eligible, 
enrolled, analyzed 

 
 
Country & setting 

 
Duration of 
followup 

 
 
Attrition 

 
 
Adherence 

Wearden, et al., 
2010118 
FINE Trial 
 
Wearden, et al., 
2012119 
 
Wearden and 
Emsley, 2013120 

Number approached: 449 
Number screened: 338 
Number eligible: NR 
Number enrolled: 296 (95 pragmatic 
rehab, 101 supportive listening, 100 usual 
care) 
Number analyzed: 257 (81 pragmatic 
rehab, 90 supportive listening, 86 usual 
care) 

United Kingdom 
186 general practitioners 
referred patients 

18 weeks 
treatment; 70 
weeks total 
followup 

Overall: 13.2% (39/296) 
Pragmatic rehab vs. 
supportive listening vs. usual 
care: 14.7% (14/95) vs. 10.9% 
(11/101) vs. 14.0% (14/100) 
 
1 in supportive listening group 
subsequently received 
diagnosis of multiple sclerosis 
(misdiagnosis) 

Pragmatic rehab: 3/95 didn’t 
receive intervention 
Supportive listening: 10/101 
didn’t receive intervention 
1/101 received pragmatic 
rehab instead 
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Author, year 

 
 
Interventions 

 
 
Fatigue outcomes 

Wearden, et al., 
2010118 
FINE Trial 
 
Wearden, et al., 
2012119 
 
Wearden and 
Emsley, 2013120 

Pragmatic rehab: 10 sessions over an 18-week period of a program of graded return 
to activity; designed collaboratively by the patient and therapist, which encourages 
patients to regularize their sleep patterns and includes relaxation exercises to address 
somatic symptoms of anxiety. An additional component to address concentration and 
memory problems was also included. 
Supportive listening: 10 sessions over an 18-week period of listening therapy based 
on non-directive counseling, with therapist aiming to provide an empathic and 
validating environment in which the patient can discuss his or her concerns and work 
towards resolution of whichever problems the patient wishes to prioritize. 
Usual care: Practitioners managed their patients as they saw fit, but were not referred 
for systematic psychological therapies for CFS/ME during the 18-week treatment 
period. 

Pragmatic rehab vs. supportive listening vs. usual care 
Mean (SD) Chalder fatigue scale scores (items scored 
dichotomously; lower scores indicate better outcomes) 
20 weeks: 8.39 (3.67) vs. 9.67 (2.76) vs. 9.32 (3.18); treatment 
effect estimate -1.18, 95% CI -2.18 to -0.18; p=0.021 for 
pragmatic rehab vs. usual care 
70 weeks: 8.72 (3.65) vs. 9.39 (3.21) vs. 9.48 (2.71); p=NS 
 
Pragmatic rehab vs. usual care 
Mean (SD) Chalder fatigue scale scores (items scored 0-3 and 
summed to total of 0-33; lower scores indicate better 
outcomes) 
20 weeks: 22.78 (8.56) vs. 26.27 (7.68) 
70 weeks: 23.90 (8.34) vs. 26.02 (7.11) 
 
Significant regression coefficients for interaction between 
putative moderators and treatment (pragmatic rehab vs. 
usual care) 
HADS baseline depression score: -0.67 (95% CI -1.25 to - 
0.10); p=0.022 
HADS baseline total score: -0.30 (95% CI -0.58 to -0.02); 
p=0.039 
EQ-5D self-care scale, those with severe problems: -28.72 
(95% CI -32.14 to -25.31); p<0.001 
 
Significant regression coefficients to predict change in 
Chalder fatigue scale scores (pragmatic rehab vs. usual 
care) 
Age: -0.10 (95% CI -0.19 to -0.003); p=0.044 
Duration of illness: -0.01 (95% CI -0.02 to -0.003); p=0.008 
EQ-5D mobility scale; those with severe problems: -2.95 (95% 
CI -5.51 to -0.40); p=0.024 
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Author, year 

 
 
Quality of life outcomes 

 
 
Function outcomes 

Wearden, et al., 
2010118 
FINE Trial 
 
Wearden, et al., 
2012119 
 
Wearden and 
Emsley, 2013120 

NR Pragmatic rehab vs. supportive listening vs. usual care 
Mean percentage scores (SD) on SF-36 physical functioning scale (0-100 scale, higher scores 
indicate better outcomes) 
20 weeks: 39.94 (25.21) vs. 33.28 (22.94) vs. 40.27 (26.45); treatment effect estimate -7.54, 
95% CI -2.96 to -0.11; p=0.035 for supportive listening vs. usual care 
70 weeks: 43.27 (27.38) vs. 35.72 (25.94) vs. 39.83 (27.77); p=NS 
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Author, year 

 
 
Employment outcomes 

 
 
Other outcomes 

Wearden, et al., 
2010118 
FINE Trial 
 
Wearden, et al., 
2012119 
 
Wearden and 
Emsley, 2013120 

NR NR 
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Author, year 

 
Withdrawals due to adverse 
event 

 
 
Serious harms 

 
 
Other harms 

 
 
Total harms 

 
 
Sponsor 

 
Quality 
rating 

Wearden, et al., 
2010118 
FINE Trial 
 
Wearden, et al., 
2012119 
 
Wearden and 
Emsley, 2013120 

Unclear, 1 each in pragmatic 
rehab and supportive listening 
withdrew due to nurse therapist 
safety concern, not otherwise 
described 

None reported See Total adverse events Overall: 4 (herpes 
simplex infection, 
attempted suicide, 
bleeding peptic ulcer, 
and recurrence of 
cancer; all deemed 
unrelated to 
interventions) 

United Kingdom 
Medical Research 
Council (G200212) 
and the United 
Kingdom Department 
of Health; and the 
University of 
Manchester 

Good 

G-127 



 

 
 
 
 
Author, year 

 
 
Objective 

 
Population characteristics 
(age, sex, race, co-morbidities) 

 
Diagnostic criteria 
Eligibility criteria 

 
 
Duration of illness 

Exercise 
Chan, et al., 
2013129 
 
Ho, et al., 2012126 

RCT of qigong 
exercise vs. no 
qigong exercise 
for symptoms 

Exercise vs. control 
Mean age: 42.4 vs. 42.5 years 
% Female: 72 (52/72) vs. 82 (53/65) 
Race: NR 
% Employed full-time: 76 (55/72) vs. 80 (52/65) 
% Employed part-time: 4.2 (3/72) vs. 1.5 (1/65) 
% Unemployed: 5.6 (4/72) vs. 1.5 (1/65) 
% Housewife: 13 (9/72) vs. 15 (10/65) 
% Regularly exercise: 26 (19/72) vs. 26 (17/65) 
Mean number of reported fatigue symptoms 
(SD): 6.3 (1.4) vs. 6.3 (1.4) 

CDC (Fukuda, 1994) criteria 
Inclusion: Unexplained fatigue over 6 months which was of 
new onset, with 4 of 8 following symptoms: impaired memory 
or concentration, PEM, unrefreshing sleep, muscle pain, 
multijoint pain, new headaches, sore throat, and tender lymph 
nodes. 
Exclusion: Medical condition that may explain the presence 
of chronic fatigue. 

≥6 months 

Fulcher and White, 
1997109 

RCT (with 
control 
treatment 
crossover after 
the first followup 
examination) of 
graded aerobic 
exercise vs. 
flexibility 
exercises and 
relaxation 
therapy for 
symptoms 

Mean age (SD): 37.2 (10.7) years 
% Female: 74 (49/66) 
Race: NR 

Oxford (Sharpe, 1991) criteria 
Inclusion: Patients meeting the Oxford criteria. 
Exclusions: Patients excluded for psychiatric disorders, not 
including simple phobias, using the clinical interview for the 
DSM-III-R or for co-morbid symptomatic insomnia. 

Median (range): 2.7 
years (0.6-19.0) 
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Author, year 

 
Number approached, screened, eligible, 
enrolled, analyzed 

 
 
Country & setting 

 
Duration of 
followup 

 
 
Attrition 

 
 
Adherence 

Exercise 
Chan, et al., 
2013129 
 
Ho, et al., 2012126 

Number approached: NR 
Number screened: 1,441 
Number eligible: 236 
Number enrolled: 154 
Number analyzed: 137 (72 exercise, 65 
control) 

Hong Kong 
Special Administrative 
Region of China 

4 months (5 
weeks training 
in qigong 
exercise and 
12 weeks of 
qigong 
exercise at 
home) 

Overall: 28% (43/154) 
Exercise vs. control: 31% 
(24/77) vs. 25% (19/77) 

NR 

Fulcher and White, 
1997109 

Number approached: NR 
Number screened: 167 
Number eligible: 66 
Number enrolled: 66 
Number analyzed: 59 (29 exercise, 30 
control) 

United Kingdom, London 
Department of 
Psychological Medicine, 
St Bartholomew’s and 
the Royal London 
Medical School 

12 weeks, 1 
year followup 

Overall: 12% (7/59) 
Exercise vs. control: 14% 
(4/29) vs. 10% (3/30) 

NR 
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Author, year 

 
 
Interventions 

 
 
Fatigue outcomes 

Exercise 
Chan, et al., 
2013129 
 
Ho, et al., 2012126 

Exercise: Qigong exercise 30 minutes every day, at home. 
Control: Refrained from qigong exercise. 

Exercise vs. control 
Mean (SD) Chalder fatigue scale total fatigue scores (0-56 
scale, lower score indicates better health) 
4 months: 26.6 (13.6) vs. 33.2 (6.3); p<0.001 
Mean (SD) Chalder fatigue scale physical fatigue scores (0-32 
scale, lower score indicates better health) 
4 months: 15.9 (8.0) vs. 20.8 (5.7); p<0.001 
Mean (SD) Chalder fatigue scale mental fatigue scores 0-24 
scale, lower score indicates better health) 
4 months: 10.6 (6.1) vs. 12.4 (4.9); p=0.05 

Fulcher and White, 
1997109 

Exercise: Exercise treatment, weekly for 12 weeks of supervised treatment. 
Control: 12 weeks of flexibility and relaxation sessions. 

Exercise vs. control 
Mean (SD) Chalder fatigue scale scores (0-56 scale, lower 
score indicates better health) 
12 weeks: 20.5 (8.9) vs. 27.4 (7.4); p=0.004 
Mean (SD) Visual analog scale total fatigue score (unclear 
scale, 200 noted as ‘normal’, lower scores indicate better 
health) 
12 weeks: 253 (48) vs. 286 (67); p=0.04 
Mean (SD) Visual analog scale physical fatigue score (unclear 
scale, 100 noted as ‘normal’, lower scores indicate better 
health) 
12 weeks: 130 (28) vs. 154 (34); p=0.006 
Mean (SD) Visual analog scale mental fatigue score (unclear 
scale, 100 noted as ‘normal’, lower scores indicate better 
health) 
12 weeks: 124 (31) vs. 132 (39); p=0.38 
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Author, year 

 
 
Quality of life outcomes 

 
 
Function outcomes 

Exercise 
Chan, et al., 
2013129 
 
Ho, et al., 2012126 

NR Exercise vs. control 
Mean (SD) QOL SF-12 mental functioning score (6 items scored from 0 to 100, higher scores 
indicate better health) 
4 months: 42.7 (7.2) vs. 35.7 (9.5); p=0.001 
Mean (SD) QOL SF-12 physical functioning score (6 items scored from 0 to 100, higher scores 
indicate better health) 
4 months: 40.1 (6.9) vs. 37.8 (5.6); p=0.484 

Fulcher and White, 
1997109 

NR Exervise vs. control 
Mean (SD) SF-36 physical functioning subscale score (0-100 scale, higher scores indicate 
better health) 
12 weeks: 69 (18.5) vs 55 (21.8); p=0.01 
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Author, year 

 
 
Employment outcomes 

 
 
Other outcomes 

Exercise 
Chan, et al., 
2013129 
 
Ho, et al., 2012126 

NR Exercise vs. control 
Mean (SD) telomerase activity (arbitrary unit) 
4 months: 0.178 (0.201) vs. 0.104 (0.059) 
p=0.029, between groups over time 

Fulcher and White, 
1997109 

Exercise vs. all participants (due to control 
allowed to crossover to exercise) 
Working full- or part-time at 1 year followup: 66% 
(31/47) vs. 39% (26/66); 95% CI 9% to 44%; p=NR 

Exercise vs. control 
Self-rated CGI score after 12 weeks 
% Very much better: 31 (9/29) vs. 7 (2/30) 
% Much better: 24 (7/29) vs. 20 (6/30) 
% A little better: 38 (11/29 ) vs. 60 (18/30) 
% No change: 3 (1/29) vs. 10 (3/30) 
% A little worse: 3 (1/29) vs.0 (0/30) 
% Much worse: 0 (0/29) vs. 3 (1/30) 
% Very much worse: 0 (0/29) vs. 0 (0/30) 
p=0.05 for between groups comparison 
Median (IQR) peak O 2 consumption (ml/kg/minute) 
After 12 weeks: 35.8 (30.8-40.7) vs. 29.8 (24.7 (34.9); p=0.03 
Median increase in peak O2 consumption: 13% vs. 6% 
Median increase in isometric strength: 26% vs. 15%; p=0.20 
Rated self as better at 1 year followup: 74% (35/47) 
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Author, year 

 
Withdrawals due to adverse 
event 

 
 
Serious harms 

 
 
Other harms 

 
 
Total harms 

 
 
Sponsor 

 
Quality 
rating 

Exercise 
Chan, et al., 
2013129 
 
Ho, et al., 2012126 

NR NR NR None Centre on 
Behavioral Health 
Research Fund, 
University of Hong 
Kong 

Fair 

Fulcher and White, 
1997109 

NR/unclear (“minimal adverse 
effects” but no number reported) 

NR NR NR Linbury Trust, a 
Sainsbury 
charitable trust 

Fair 
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Author, year 

 
 
Objective 

 
Population characteristics 
(age, sex, race, co-morbidities) 

 
Diagnostic criteria 
Eligibility criteria 

 
 
Duration of illness 

Moss-Morris, et 
al., 2005127 

RCT of graded 
exercise vs. 
standard 
medical care for 
symptoms 

Exercise vs. control 
Mean age (SD): 36.7 (11.8) vs. 45.5 (10.4) 
years 
% Female: 60 (15/25) vs. 79 (19/24) 
Race: NR 

CDC (Fukuda, 1994) criteria 
Inclusion: Ages 18-65 years and meeting Fukuda criteria. 
Exclusion: Patients unable to exercise for medical reasons or 
patients already performing regular exercise. 

Median (range): 
3.08 years 
(0.5-45 years) 

Sutcliffe, et al., 
2010128 

RCT of 
orthostatic 
training vs. 
placebo for 
symptoms 

Orthostatic training vs. control 
Mean age: 48 vs. 48 years 
% Female: 79 (15/19) vs. 84 (16/19) 
Race: NR 

CDC (Fukuda, 1994) criteria 
Inclusion: Ages ≥18 years with diagnosis of CFS under 
Fukuda criteria. 
Exclusion: Use of drugs which can affect the autonomic 
nervous system that cannot be safely discontinued, inability to 
stand up for 40 minutes, or pregnancy. 

NR 
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Author, year 

 
Number approached, screened, eligible, 
enrolled, analyzed 

 
 
Country & setting 

 
Duration of 
followup 

 
 
Attrition 

 
 
Adherence 

Moss-Morris, et 
al., 2005127 

Number approached: NR 
Number screened: 51 
Number eligible: 49 
Number enrolled: 49 
Number analyzed: 49 (25 exercise, 24 
control) 

Auckland, New 
Zealand 
CFS private general 
practice centers 

12 weeks, 6 
month 
followup 

Overall: 12% (6/49) 
Exercise vs. control: 12% 
(3/25) vs. 13% (3/24) 

Overall: 88% (43/49) 
Exercise vs. control: 88% 
(22/25) vs. 88% (21/24) 

Sutcliffe, et al., 
2010128 

Number approached: 59 
Number screened: 52 
Number eligible: 49 
Number enrolled: 38 
Number analyzed: 36 (18 orthostatic 
training, 18 control) 

Newcastle, United 
Kingdom 
UK NIHR Biomedical 
Research Centre in 
Ageing, Royal Victoria 
Infirmary, Newcastle 
University 

6 months Overall: 26% (10/38) 
Orthostatic training vs. 
control: NR 

Overall completion of 
fatigue questionnaires: 24 
Orthostatic training vs. 
control: 12 vs. 12 
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Author, year 

 
 
Interventions 

 
 
Fatigue outcomes 

Moss-Morris, et 
al., 2005127 

Exercise: Graded exercise therapy, 30 minutes per day 5 days per week. 
Control: Standard medical care. 

Exercise vs. control 
Mean (SD) Chalder fatigue scale total fatigue scores (0-56 
scale, lower scores indicate better health) 
12 weeks: 13.91 (10.88) vs. 24.41(9.69); p=0.02 
Mean (SD) Chalder fatigue scale physical fatigue subscale 
scores (0-32 scale, lower score indicates better health) 
12 weeks: 7.91 (7.06) vs. 14.27 (5.75); p=0.02 
Mean (SD) Chalder fatigue scale mental fatigue subscale 
scores (0-24 scale, lower score indicates better health) 
12 weeks: 6.00 (4.06) vs. 10.14 (4.27); p=0.03 

Sutcliffe, et al., 
2010128 

Orthostatic training: Standing with upper back against a wall, heels 15 cm from the 
wall with a cushioned ‘drop zone’, maintained position without movement for 40 
minutes or until symptoms of CFS occur. 
Control: Standing against a wall as described above for only 10 minutes, also taught 
to perform gentle flexion and extension exercises with their calf muscles while standing 
against the wall, to enhance believability, counter venous pooling and prevent any 
possible orthostatic training effect. 

Orthostatic training vs. control 
Improvement of ≥10 points on FIS at 6 months: 50% (7/14) vs. 
38% (5/13); p=NR 
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Author, year 

 
 
Quality of life outcomes 

 
 
Function outcomes 

Moss-Morris, et 
al., 2005127 

NR Exercise vs. control 
Mean (SD) SF-36 physical functioning subscale score (0-100 scale, higher scores indicate 
better health) 
12 weeks: 69.05 (21.94) vs. 55.00 (22.94); p=0.49 

Sutcliffe, et al., 
2010128 

NR Orthostatic training vs. control 
Difference in mean (SD) blood pressure drop with active stand at 6 months: 6 mmHg; 95% CI, 
0.0 to 12.6; p=0.05 
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Author, year 

 
 
Employment outcomes 

 
 
Other outcomes 

Moss-Morris, et 
al., 2005127 

NR Exercise vs. control 
Self-rated CGI at 6 months 
% Much or very much improved: 54 (12/22) vs. 24 (5/21); p=0.04 

Sutcliffe, et al., 
2010128 

NR NR 
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Author, year 

 
Withdrawals due to adverse 
event 

 
 
Serious harms 

 
 
Other harms 

 
 
Total harms 

 
 
Sponsor 

 
Quality 
rating 

Moss-Morris, et 
al., 2005127 

1 patient withdrew due to injured 
calf 

NR 10 of 25 patients refused 
to repeat fitness test as 
felt initial test harmful 

2% (1/49) University of 
Auckland Staff Grants 

Fair 

Sutcliffe, et al., 
2010128 

NR NR NR NR Northern Regional 
CFS ⁄ME Clinical 
Network 

Fair 
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Author, year 

 
 
Objective 

 
Population characteristics 
(age, sex, race, co-morbidities) 

 
Diagnostic criteria 
Eligibility criteria 

 
 
Duration of illness 

Combination 
therapies and 
Head-to-Head 
Comparisons 
Jason, et al., 
2007108 
 
Jason, et al., 
2009106 
 
Hlavaty, et al., 
2011105 

RCT of CBT vs. 
COG vs. ACT 
vs. relaxation for 
symptoms 

Mean age: 43.8 years 
% Female: 83 (no. NR) 
% White: 88 (no. NR) 
% Black: 4 (no. NR) 
% Latino: 4 (no. NR) 
% Asian-American: 4 (no. NR) 
% On disability: 25 (no. NR) 
% Unemployed: 24 (no. NR) 
% Working part-time: 20 (no. NR) 
% Working full-time: 19 (no. NR) 
% Retired: 6 (no. NR) 
% Part-time student: 4 (no. NR) 
% Full-time student: 1 (no. NR) 
% Working part-time and on disability: 2 (no. 
NR) 
% Lifetime axis I diagnosis: 62 (no. NR) 
% Current axis I diagnosis: 39 (no. NR) 

CFS Questionnaire, psychiatric assessment for DSM-IV 
diagnosis, and medical assessment 
Inclusion: Ages ≥18 years, not pregnant, able to read and 
speak English, considered to be physically capable of 
attending the scheduled sessions. 
Exclusion: Persons who used wheelchairs and who were 
bedridden or housebound; lifelong fatigue; >4 secondary 

symptoms of CFS; BMI >45 kg/m2; melancholic depression or 
bipolar depression; alcohol or substance abuse disorder; 
autoimmune thyroiditis; cancer; lupus; or rheumatoid arthritis. 

NR 
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Author, year 

 
Number approached, screened, eligible, 
enrolled, analyzed 

 
 
Country & setting 

 
Duration of 
followup 

 
 
Attrition 

 
 
Adherence 

Combination 
therapies and 
Head-to-Head 
Comparisons 
Jason, et al., 
2007108 
 
Jason, et al., 
2009106 
 
Hlavaty, et al., 
2011105 

Number approached: NR 
Number screened: NR 
Number eligible: NR 
Number enrolled: 114 (29 CBT, 28 COG, 
29 ACT, 28 Relaxation) 
Number analyzed: 114 (29 CBT , 28 COG, 
29 ACT, 28 Relaxation) in Jason, 2007; 81 
(49 staying within their energy envelope, 
32 going beyond their energy envelope) in 
Jason, 2009; 82 (22 CBT, 22 COG, 18 
ACT, 20 Relaxation) in Hlavaty, 2011 

United States, Chicago 
area 
Single site, not described 

12 months Average drop out rate: 25%, but 
NR per group 

Participants attended an 
average of 10 out of 13 
sessions (range: 1-13) 
 
Hlavaty, 2011 focuses on 
subgroup analysis based on 
homework compliance, 
groups defined by amount of 
homework completed as 
follows: Minimum (0-25% 
completed) vs. moderate 
(25.1%-75% completed) vs. 
maximum (75.1%-100% 
completed) 
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Author, year 

 
 
Interventions 

 
 
Fatigue outcomes 

Combination 
therapies and 
Head-to-Head 
Comparisons 
Jason, et al., 
2007108 
 
Jason, et al., 
2009106 
 
Hlavaty, et al., 
2011105 

CBT: 13 sessions of individual CBT, held once every 2 weeks, with graded activity 
developed in collaboration with the participant; beginning modestly, with activity and 
rest pre-planned and time-contingent rather than symptom-driven; negative automatic 
thoughts were reviewed and cognitive strategies were introduced to develop new ways 
of thinking. 
Cognitive therapy (COG): 13 sessions, held once every 2 weeks, of broad-based 
cognitive approach focused on developing cognitive strategies to better tolerate and 
reduce stress and symptoms, and to lessen self-criticism. 
Anaerobic activity therapy (ACT): 13 sessions, held once every 2 weeks, of 
anaerobic activity therapy focused on developing individualized, constructive and 
pleasurable activities with reinforcement. 
Relaxation: 13 sessions, held once every 2 weeks, focusing on progressive muscle 
relaxation techniques, breathing, yoga form stretching, and thematic imagery 
relaxation; participants were shown how to use relaxation techniques in stressful 
situations. 

CBT vs. COG vs. ACT vs. Relaxation 
Mean (SD) FSS scores (9-63 scale, lower score indicates 
better health) 
12 months: 5.37 (1.19) vs. 5.87 (1.01) vs. 5.77 (1.43) vs. 5.62 
(1.06); p=NR 
Jason, 2009 data: comparison by energy envelope (data 
estimated from figure) 
Stayed within envelope vs. outside envelope 
6 months: 5.7 vs. 6.1; p=NR 
12 months: 5.3 vs. 6.3 
Change at 12 months from baseline: -0.9 vs. 0.1; p<0.01 
Hlavaty, 2011 data: comparison by homework compliance 
level 
Minimum vs. moderate vs. maximum 
Change in score at 12 months from baseline: -0.17 (0.73) vs. - 
0.51 (1.00) vs. -0.54 (1.09); p=NR 
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Author, year 

 
 
Quality of life outcomes 

 
 
Function outcomes 

Combination 
therapies and 
Head-to-Head 
Comparisons 
Jason, et al., 
2007108 
 
Jason, et al., 
2009106 
 
Hlavaty, et al., 
2011105 

CBT vs. COG vs. ACT vs. Relaxation 
Mean (SD) QLS scores (16-112 scale, higher score 
indicates better health) 
12 months: 69.10 (18.99) vs. 72.52 (10.84) vs. 63.00 
(13.86) vs. 72.00 (19.70); p=NR 

CBT vs. COG vs. ACT vs. Relaxation 
M ean (SD) SF-36 physical functioning subscale scores (0-100 scale, higher score indicates 
better health) 
12 months: 58.64 (30.44) vs. 61.09 (23.74) vs. 39.72 (27.63) vs. 61.20 (27.70) 
p<0.01 for CBT and COG over time vs. ACT over time 
% Achieving clinically significant improvement: 18.2 vs. 30.4 vs. 11.1 vs. 21.7; p=NS 
Jason, 2009 data: comparison by energy envelope (data estimated from figure) 
Stayed within envelope vs. outside envelope 
6 months: 58 vs. 48;p=NR 
12 months: 65 vs. 43 
Change at 12 months from baseline: 17 vs. 0; p=0.03 
Hlavaty, 2011 data: comparison by homework compliance level 
Minimum vs. moderate vs. maximum 
Change in score at 12 months from baseline: 6.99 (19.30) vs. 7.55 (18.85) vs. 17.50 (18.09); 
p=NR 
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Author, year 

 
 
Employment outcomes 

 
 
Other outcomes 

Combination 
therapies and 
Head-to-Head 
Comparisons 
Jason, et al., 
2007108 
 
Jason, et al., 
2009106 
 
Hlavaty, et al., 
2011105 

CBT vs. COG vs. ACT vs. Relaxation 
% Employed at 12 month followup: 62 vs. 56 vs. 33 
vs. 43; p=NS 

NR 
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Author, year 

 
Withdrawals due to adverse 
event 

 
 
Serious harms 

 
 
Other harms 

 
 
Total harms 

 
 
Sponsor 

 
Quality 
rating 

Combination 
therapies and 
Head-to-Head 
Comparisons 
Jason, et al., 
2007108 
 
Jason, et al., 
2009106 
 
Hlavaty, et al., 
2011105 

NR NR NR NR NIAID (Grant No. AI 
49720) 

Fair 
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Author, year 

 
 
Objective 

 
Population characteristics 
(age, sex, race, co-morbidities) 

 
Diagnostic criteria 
Eligibility criteria 

 
 
Duration of illness 

Núñez, et al., 
2011111 

RCT of CBT + 
GET vs. usual 
care for 
symptoms 

CBT + GET vs. usual care 
Mean age: 42.7 vs. 44.3 years 
% Female: 93 (53/58) vs. 86 (48/57) 
Race: NR 
% Actively working: 16 (9/58) vs. 20 (11/57) 
% Unemployed: 9 (5/58) vs. 4 (2/57) 
% Temporary work disability: 31 (18/58) vs. 23 
(13/57) 
% Permanent work disability: 33 (19/58) vs. 45 
(25/57) 
% Retired: 0 (0/58) vs. 2 (1/57) 
% Other: 11 vs. 7 
Mean number of co-morbidities: 1.60 vs. 1.46 
% Fibromyalgia: 75 (43/58) vs. 63 (37/57) 
% Sicca syndrome: 9 (5/58) vs. 20 (11/57) 
% Dysthymia: 35 (20/58) vs. 23 (13/57) 
% Thyroid disturbances: 12 (7/58) vs. 16 (9/57) 
% Dysmenorrhea/endometriosis: 0 vs. 0 
% Chemical sensitivity: 5 (3/58) vs. 7 (4/57) 
% Other co-morbidities: 23 (13/58) vs. 18 
(10/57) 
Mean HADS-anxiety score: 11 vs. 11 
Mean HADS-depression score: 12 vs 11 

CDC (Fukuda, 1994) criteria 
Inclusion: Diagnosed with CFS using Fukuda, 1994 criteria. 
Exclusion: Past or current diagnosis of a major depressive 
disorder with psychotic or melancholic features according to 
Fukuda criteria; physical diseases that could cause fatigue, 
including morbid obesity, hypothyroidism, Cushing syndrome, 
anemia (blood hemoglobin <10 g/L), diabetes, active 
neoplastic or infectious disease, inflammatory rheumatic 
disease, and patients unable to participate fully in study 
procedures; involved in ongoing legal or occupational 
conflicts. 

CBT + GET vs. 
usual care 
Mean: 32 vs. 33 
months 
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Author, year 

 
Number approached, screened, eligible, 
enrolled, analyzed 

 
 
Country & setting 

 
Duration of 
followup 

 
 
Attrition 

 
 
Adherence 

Núñez, et al., 
2011111 

Number approached: NR 
Number screened: 276 
Number eligible: 134 
Number enrolled: 120 (60 each group) 
Number analyzed: 115 (58 CBT + GET vs. 
57 usual care) 

Spain 
1 University hospital 
clinic 

2.5-3 months 
of treatment, 
12 months 
followup after 
treatment 

Overall: 4.2% (5/120) 
CBT vs. usual care 
3.3% (2/60) vs. 5.0% (3/60) 

NR, but group sessions, so 
except for the attrition, all 
assumed to adhere to 
program 
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Author, year 

 
 
Interventions 

 
 
Fatigue outcomes 

Núñez, et al., 
2011111 

CBT + GET: Group CBT, 9 twice weekly 90-minute sessions during 2.5-3 months; 
content included: psychoeducational interventions to explain the multi-factorial 
character of CFS, progressive muscle relaxation procedures, sleep hygiene patterns, 
detection and control of verbal and non-verbal pain-inducing attitudes, cognitive 
thought patterns, information about the relationship between vegetative and anxiety 
symptoms, modification of type A behavioral patterns, improvement in assertiveness, 
patterns to increase attention and memory, sensorial focalization for sexual inhibition, 
and disease relapse prevention. Group GET, 3 times a week 1-hour sessions, over 
intermittent periods of 10 minutes for 3 months, with gradual increases in aerobic 
exercise at a rate of 5 minutes per session and complementary activities such as 
flexibility exercise and relaxation therapy were included. Total exercise load was 
maintained or increased to a maximum of 40 minutes per day according to tolerance. 
Usual care: Usual CFS therapy including exercise counseling and conventional 
pharmacological symptomatic treatment. 
Note: Symptomatic pharmacological treatment was the same in both groups: 
paracetamol 1-3 g/day and ibuprofen 600-1,800 mg/day if reported inflammation and 
zolpidem 10 mg/night if reported insomnia. 

CBT + GET vs. usual care 
Mean FIS (0-160 scale, higher score indicates better health) 
12 months: 139.2 vs. 137.4; p=NS 
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Author, year 

 
 
Quality of life outcomes 

 
 
Function outcomes 

Núñez, et al., 
2011111 

NR CBT + GET vs. usual care 
Mean SF-36 physical function subscale (0-100 scale, higher score indicates better health) 
12 months: 32.63 vs. 38.28; p=NS 
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Author. year 

 
 
Employment outcomes 

 
 
Other outcomes 

Núñez, et al., 
2011111 

NR NR 
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Author, year 

 
Withdrawals due to adverse 
event 

 
 
Serious harms 

 
 
Other harms 

 
 
Total harms 

 
 
Sponsor 

 
Quality 
rating 

Núñez, et al., 
2011111 

NR NR NR NR Generalitat of 
Catalonia, SGR 2009- 
1158 and 
CIBEROBN, Carlos III 
Health Institute, 
Majadahonda, Madrid 

Fair 
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Author, year 

 
 
Objective 

 
Population characteristics 
(age, sex, race, co-morbidities) 

 
Diagnostic criteria 
Eligibility criteria 

 
 
Duration of illness 

Wearden, et al., 
199890 

RCT of GET + 
fluoxetine vs. 
GET 
alone vs. 
fluoxetine alone 
vs. control for 
symptoms 

Overall, GET + fluoxetine vs. GET vs. 
fluoxetine vs. control 
Mean age: 38.7, 38.2 vs. 40.4 vs. 38.8 vs. 37.6 
years 
% Female: 71 (97/136), 67 (22/33) vs. 79 
(27/34) vs. 77 (27/35) vs. 62 (21/34) 
Race: NR 

Oxford (Sharpe, 1991) criteria 
Inclusion: Ages ≥18 years, meeting Oxford criteria, principle 
complaint of fatigue, impairment in 3 out of 4 areas of activity. 
Exclusion Medical cause of fatigue. 

≥6 months 
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Author, year 

 
Number approached, screened, eligible, 
enrolled, analyzed 

 
 
Country & setting 

 
Duration of 
followup 

 
 
Attrition 

 
 
Adherence 

Wearden, et al., 
199890 

Number approached: NR 
Number screened: 227 
Number eligible: 165 
Number enrolled: 136 
Number analyzed: 
ITT: 136 (33 GET + fluoxetine, 34 
fluoxetine, 35 GET, 34 control) 
Completed trial: 96 (19 GET + fluoxetine, 
23 fluoxetine, 25 GET, 29 control) 

Northwest England and 
North Wales 
 
University department of 
medicine out-patient 
clinic 

26 weeks Overall: 29% (40/136) GET + 
fluoxetine vs. fluoxetine vs. 
GET vs. control 
42% (14/33) vs. 32% (11/34) vs. 
29% (10/35) vs. 17% (5/29) 

NR 
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Author, year 

 
 
Interventions 

 
 
Fatigue outcomes 

Wearden, et al., 
199890 

GET + fluoxetine: Preferred aerobic activity (usually walking/jogging, swimming, or 
cycling) performed for 20 minutes, ≥3/week, with low initial intensity that was gradually 
increased based on hear rate plus fluoxetine 20 mg daily. 
Fluoxetine: Fluoxetine 20 mg daily plus placebo exercise program of being told to 
keep doing what they were doing and no other advice. 
GET: Preferred aerobic activity (usually walking/jogging, swimming, or cycling) 
performed for 20 minutes, ≥3/week, with low initial intensity that was gradually 
increased based on hear rate plus placebo drug. 
Control: Placebo drug plus placebo exercise program of being told to keep doing what 
they were doing and no other advice. 

GET + fluoxetine vs. GET vs. fluoxetine vs. control 
Mean (95% CI) Chalder fatigue scale scores (unclear scale, 
lower scores indicate better health) 
0-12 weeks: -5.7 (-9.2 to -2.2 ) vs. -2.1 (-4.9 to 0.6) vs. -1.6 (- 
4.4 to 1.2 ) vs. -2.0 (-4.1 to 0.1) 
26 weeks: -6.0 (-9.7 to -2.3 ) vs. -5.7 (-9.5 to -1.9) vs. -3 (-5.9 
to -0.2) vs. -2.7 (-5.4 to 0.01) 
% non-cases of fatigue (Chalder fatigue scale score <4) 
12 weeks: 18 (6/33) vs. 3 (1/34) vs. 1 (3/35) vs. 6 (2/34) 
26 weeks: 18 (6/33) vs. 18 (6/34) vs. 6 (2/ 35) vs. 6 (2/34) 
p=0.025 for exercise interventions combined vs. others 
Exercise improved fatigue scale scores 
0-12 weeks: mean change=2.l (95% CI -0.6 to 4.8), p=0.13 
26 weeks: mean change=2.9 (95% CI -0.2 to 6.1), p=0.07 
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Author, year 

 
 
Quality of life outcomes 

 
 
Function outcomes 

Wearden, et al., 
199890 

NR GET + fluoxetine vs. GET vs. fluoxetine vs. control 
Mean (SD) functional work capacity (amount of O2 consumed in the final minute of exercise per 
kg of body weight) 
Mean change (95% CI) functional work capacity (amount of O2 consumed in the final minute of 
exercise per kg of body weight) 
0-12 weeks: 2.2 (1.0 to 3.4) vs. 2.6 (1.0 to 43) vs. 0.4 (-1.2 to 2.0) vs. 0.4 (-0.9 to 1.7) 
26 weeks: 2.0 (0.4 to 3.5) vs. 2.8 (0.8 to 4.8) vs. 1.0 (-0.9 to 3.0) vs. -0.1 (-1.7 to 1.6) 
Effect of exercise on functional work capacity 
Mean change 0-12 weeks: 2.0 (95% CI 0.60 to 3.49), p=0.00 
Mean change 0-26 weeks: 1.9 (95% CI 0.15 to 3.69), p=0.03 
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Author. year 

 
 
Employment outcomes 

 
 
Other outcomes 

Wearden, et al., 
199890 

NR NR 
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Author, year 

 
Withdrawals due to adverse 
event 

 
 
Serious harms 

 
 
Other harms 

 
 
Total harms 

 
 
Sponsor 

 
Quality 
rating 

Wearden, et al., 
199890 

11 medication side-effects (2 
reported with placebo) 

NR NR Unclear, only 
reported those who 
dropped out due to 
AEs 

Lansbury 
Trust 

Fair 

G-157 



 

 
 
 
 
Author, year 

 
 
Objective 

 
Population characteristics 
(age, sex, race, co-morbidities) 

 
Diagnostic criteria 
Eligibility criteria 

 
 
Duration of illness 

White, et al., 
2011121 
PACE Trial 
 
White, et al., 
2013123 
 
Dougall, et al., 
2014122 

RCT of CBT vs. 
GET vs. APT vs. 
usual care for 
symptoms 

APT vs. CBT vs. GET vs. control 
Mean age (SD): 39 (11) vs. 39 (12) vs. 39 (12) 
vs. 37 (11) years 
% Female: 76 (121/159) vs. 80 (129/161) vs. 
77 (123/160) vs. 76 (122/160) 
% White: 92 (146/159) vs. 94 (151/161) vs. 93 
(148/160) vs. 94 (150/160) 
% Any depressive disorder: 35 (55/159) vs. 34 
(55/161) vs. 34 (54/160) vs. 34 (55/160) 
% Any psychiatric disorder: 47 (75/159) vs. 47 
(75/161) vs. 46 (73/160) vs. 48 (77/160) 

Oxford (Sharpe, 1991) criteria 
Inclusion: Bimodal score of ≥6 out of 11 on Chalder fatigue 
scale and score of ≤60 on SF-36 physical function subscale 
(after 11 months this was changed to ≤65). 
Exclusion: Ages <18 years, at significant risk of self-harm, 
unable to attend hospital appointments, unable to speak and 
read English, had medical needs that made participation 
inappropriate, had previously received a trial treatment for 
their present illness at a PACE trial clinic. 

APT vs. CBT vs. 
GET vs. control 
Median (IQR): 33 
(16-69) vs. 36 (16- 
104) vs. 35 (18-67) 
vs. 25 (15-57) 
months 
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Author, year 

 
Number approached, screened, eligible, 
enrolled, analyzed 

 
 
Country & setting 

 
Duration of 
followup 

 
 
Attrition 

 
 
Adherence 

White, et al., 
2011121 
PACE Trial 
 
White, et al., 
2013123 
 
Dougall, et al., 
2014122 

Number approached: NR 
Number screened: 3,158 
Number eligible: NR 
Number enrolled: 641 (160 APT, 161 CBT, 
160 GET, 160 control) 
Number analyzed: 630 (159 APT, 155 
CBT, 159 GET, 157 control) 

United Kingdom 
6 specialist CFS clinics 

52 weeks Overall: 1.7% (11/641) APT 
vs. CBT vs. GET vs. control: 
0.6% (1/160) vs. 3.7% (6/161) 
vs. 0.6% (1/160) vs. 
1.9% (3/160) 

NR 
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Author, year 

 
 
Interventions 

 
 
Fatigue outcomes 

White, et al., 
2011121 
PACE Trial 
 
White, et al., 
2013123 
 
Dougall, et al., 
2014122 

Adaptive pacing therapy (APT): Up to 14 sessions in 23 weeks, with booster session 
offered at 36 weeks, of individual adaptive pacing therapy with the aim of achieving 
optimum adaptation to the illness, this was done by helping the participant to plan and 
pace activity to reduce or avoid fatigue, achieve prioritized activities and provide the 
best conditions for natural recovery. Strategies consisted of: identifying links between 
activity and fatigue; encouragement to plan activity to avoid exacerbation; developing 
awareness of early warnings of exacerbation; limiting demands and stress; regularly 
planning rest and relaxation; and alternating different types of activities; with advice not 
to undertake activities that demand >70% of participant’s perceived energy envelopes. 
CBT: Up to 14 sessions in 23 weeks, with booster session offered at 36 weeks, of 
individual CBT with the aim of changing the behavioral and cognitive factors assumed 
to be responsible for perpetuation of the participant’s symptoms and disability. 
Strategies guided participants to address unhelpful cognitions, including fears about 
symptoms or activity by testing them in behavioral experiments, consisting of gradual 
increases in both physical and mental activity. 
GET: Up to 14 sessions in 23 weeks, with booster session offered at 36 weeks, of 
individual GET with the aim of helping the participant gradually return to appropriate 
physical activities, reverse the deconditioning, and thereby reduce fatigue and 
disability. Strategies consisted of establishment of baseline achievable exercise or 
physical activity, followed by a negotiated, incremental increase in the duration of time 
spent physically active; target heart rate ranges set when necessary to avoid 
overexertion; which aimed at 30 minutes of light exercise 5 times a week; with mutually 
agreed upon gradual increases in intensity and aerobic nature of exercises. 
Control: Usual care. 

APT vs. CBT vs. GET vs. control 
Mean (SD) Chalder fatigue scale scores (0-33 scale, lower 
scores indicate better health) 
12 weeks: 24.2 (6.4) vs. 23.6 (6.5) vs. 22.8 (7.5) vs. 24.3 (6.5) 
24 weeks: 23.7 (6.9) vs. 21.5 (7.8) vs. 21.7 (7.1) vs. 24.0 (6.9) 
52 weeks: 23.1 (7.3) vs. 20.3 (8.0) vs. 20.6 (7.5) vs. 23.8 (6.6) 
Mean difference (95% CI) from control at 52 weeks: -7.0 (-2.3 
to 0.9) p=NS vs. -3.4 (-5.0 to -1.8) p=0.0001 vs. -3.2 (-4.8 to - 
1.7) p=0.0003 vs. NR 
Mean difference (95% CI) from APT at 52 weeks: NR vs. -2.7 (- 
4.4 to -1.1) p=0.0027 vs. -2.5 (-4.2 to -0.9) p=0.0059 vs. NR 
% Improved from baseline (by ≥2 points): 65 (99/153) vs. 76 
(113/148) vs. 80 (123/154) vs. 65 (98/152) 
% Within normal range (score ≤18): 22 (34/153) vs. 41 
(60/148) vs. 33 (51/154) vs. 21 (32/152) 
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Author, year 

 
 
Quality of life outcomes 

 
 
Function outcomes 

White, et al., 
2011121 
PACE Trial 
 
White, et al., 
2013123 
 
Dougall, et al., 
2014122 

NR APT vs. CBT vs. GET vs. control 
Mean (SD) SF-36 physical functioning subscale scores (0-100 scale, higher scores indicate 
better health) 
12 weeks: 41.7 (19.9) vs. 51.0 (20.7) vs. 48.1 (21.6) vs. 46.6 (20.4) 
24 weeks: 43.2 (21.4) vs. 54.2 (21.6) vs. 55.4 (23.3) vs. 48.4 (23.1) 
52 weeks: 45.9 (24.9) vs. 58.2 (24.1) vs. 57.7 (26.5) vs. 50.8 (24.7) 
Mean difference (95% CI) from control at 52 weeks: -3.4 (-8.4 to 1.6) p=NS vs. 7.1 (2.0 to 12.1) 
p=0.0068 vs. 9.4 (4.4 to 14.4) p=0.0005 vs. NR 
Mean difference (95% CI) from APT at 52 weeks: NR vs. 10.5 (5.4 to 15.6) p=0.0002 vs. 12.8 
(7.7 to 17.9) p<0.0001 vs. NR 
% Improved from baseline (by ≥8 points): 49 (75/153) vs. 71 (105/148) vs. 70 (108/154) vs. 58 
(88/152) 
% Within normal range (score ≥60): 35 (53/153) vs. 52 (77/148) vs. 53 (81/154) vs. 41 (62/152) 
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Author, year 

 
 
Employment outcomes 

White, et al., 
2011121 
PACE Trial 
 
White, et al., 
2013123 
 
Dougall, et al., 
2014122 

APT vs. CBT vs. GET vs. control 
Mean (SD) Work and social adjustment scale 
scores (0-45 scale, lower scores indicate better 
health) 
52 weeks: 24.5 (8.8) vs. 21.0 (9.6) vs. 20.5 (9.4) vs. 
23.9 (9.2); p=0.0001 for CBT vs. control p=0.0006 
for GET vs. control; p=0.0001 for CBT vs. APT; 
p=0.0004 for GET vs. APT 
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Author, 
year 

Other outcomes 

White, et 
al., 

2011121 
PACE 
Trial 
 
White, et 
al., 

2013123 
 
Dougall, et 
al., 
2014122 

APT vs. CBT vs. GET vs. control 
Patients with self-rated CGI changes 
12 weeks 
% Positive change: 13 (20/153) vs. 21 (32/153) vs. 25 (37/151) vs. 5 (7/151) 
% Minimum change: 82 (126/159) vs. 74 (113/161) vs. 74 (111/151) vs. 88 (133/160) 
% Negative change: 5 (7/153) vs. 5 (8/153) vs. 2 (3/151) vs. 7 (11/151) 
24 weeks 
% Positive change: 24 (37/155) vs. 38 (56/149) vs. 37 (54/148) vs. 19 (28/151) 
% Minimum change: 72 (111/155) vs. 55 (82/149) vs. 60 (89/148) vs. 71 (107/151) 
% Negative change: 5 (7/155) vs. 7 (11/149) vs. 3 (5/148) vs. 11 (16/151) 
52 weeks 
% Positive change: 31 (47/153) vs. 41 (61/147) vs. 41 (62/152) vs. 25 (38/152) 
% Minimum change: 63 (96/153) vs. 52 (77/147) vs. 53 (80/152) vs. 66 (100/152) 
% Negative change: 7 (10/153) vs. 6 (9/147) vs. 7 (10/152) vs. 9 (14/152) OR (95% CI) positive change vs. negative change 
Compared with control: 1.3 (0.8 to 2.1) p=NS vs. 2.2 (1.2 to 3.9) p=0.011 vs. 2.0 (1.2 to 
3.5) p=0.013 vs. NR 
Compared with APT: NR vs. 1.7 (1.0 to 2.7) p=0.034 vs. 1.5 (1.0 to 2.3) p=0.028 vs. NR 
Recovery based on different criteria at 52 weeks 
% Within the normal range on both the Chalder fatigue scale (score ≤18) and SF-36 physical functioning subscale (score ≥60): 16 (25/153) vs. 30 (44/148) vs. 28 
(43/154) vs. 
15 (22/152) 
% No longer meeting case definitions 
CDC (Fukuda, 1994) criteria: 49 (74/150) vs. 67 (97/144) vs. 65 (93/144) vs. 51 (76/149) Oxford (Sharpe, 1991) criteria: 43 (64/149) vs. 54 (77/143) vs. 56 (81/144) 
vs. 41 (62/150) London ME criteria: 68 (100/147) vs. 76 (107/140) vs. 77 (106/138) vs. 66 (97/148) Cumulative criteria for recovery at 52 weeks 
Normal range on both Chalder fatigue scale (score ≤18) and SF-36 physical functioning subscale (score ≥60), and not meeting Oxford (Sharpe, 1991) criteria: 15 
(23/149) vs. 28 (40/143) vs. 28 (41/144) vs. 14 (21/150) 
Normal range on both Chalder fatigue scale (score ≤18) and SF-36 physical functioning subscale (score ≥60), not meeting Oxford (Sharpe, 1991) criteria, and CGI of 
very much better or much better (this cumulative criteria considered meeting “trial recovery criteria”): 8 (12/149) vs. 22 (32/143) vs. 22 (32/143) vs. 7 (11/150) 
Normal range on both Chalder fatigue scale (score ≤18) and SF-36 physical functioning subscale (score ≥60), not meeting Oxford (Sharpe, 1991) criteria, CGI of very 
much better or much better, and not meeting CDC (Fukuda, 1994) criteria: 8 (12/149) vs. 22 (32/143) vs. 22 (32/143) vs. 7 (11/149) 
Normal range on both Chalder fatigue scale (score ≤18) and SF-36 physical functioning subscale (score ≥60), not meeting Oxford (Sharpe, 1991) criteria, CGI of very 
much better or much better, not meeting CDC (Fukuda, 1994) criteria, and not meeting London ME criteria: 8 (12/147) vs. 21 (29/193) vs. 21 (29/138) vs. 7 (11/147) 
Meeting “trial recovery criteria” in subgroups meeting alternate definitions of CFS or ME at baseline 
CDC (Fukuda, 1994) criteria: 9 (9/102) vs. 19 (17/89) vs. 22 (20/93) vs. 6 (6/98) London ME criteria: 11 (8/75) vs. 21 (15/70) vs. 21 (16/75) vs. 10 (7/73) 
OR (95% CI) for composite “trial recovery” CBT vs. APT: 3.36 (1.64 to 6.88); p=0.001 
CBT vs. control: 3.69 (1.77 to 7.69); p<0.001 
GET vs. APT: 3.38 (1.65 to 6.93); p=0.001 
GET vs. control: 3.71 (1.78 to 7.74); p<0.001 
APT vs. control: 1.10 (0.47 to 2.58); p=NS 
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Author, year 

 
Withdrawals due to adverse 
event 

 
 
Serious harms 

 
 
Other harms 

 
 
Total harms 

 
 
Sponsor 

 
Quality 
rating 

White, et al., 
2011121 
PACE Trial 
 
White, et al., 
2013123 
 
Dougall, et al., 
2014122 

NR APT vs. CBT vs. GET vs. control 
% With ≥1 SAE*: 9 (15/159) vs. 4 
(7/161) vs. 8 (13/160) vs. 4 (7/160); 
p=NS 
Number of SAEs: 16 vs. 8 vs. 17 vs. 
7, p=0.04 for GET vs. control SAEs 
per 100 person-years (95% CI): 
10.1 (5.8 to 16.3) vs. 5.0 (2.2 to 
9.8) vs. 10.6 (6.2 to 17.0) vs. 4.4 
(1.8 to 9.0) 
% With ≥1 serious adverse 
reactions†: 1 (2/159) vs. 2 (3/161) 
vs. 1 (2/160) vs. 1 (2/160); p=NS 
Number of serious adverse 
reactions†: 2 vs. 4 vs. 2 vs. 2 
Serious adverse reactions† per 100 
person-years (95% CI): 1.3 (0.2 to 
4.5) vs. 2.5 (0.7 to 6.4) vs. 1.3 (0.2 
to 4.5) vs. 1.3 (0.2 to 4.5) 

APT vs. CBT vs. GET vs. 
control 
% with physical function 
worse: 25 (39/159) vs. 9 
(15/161) vs. 11 (18/160) 
vs. 18 (28/160); p=0.0007 
% with worse fatigue: 13 
(21/159) vs. 9 (14/161) 
vs. 7 (11/160) vs. 14 
(22/160); p=NS 
% with worse function and 
fatigue: 7 (11/159) vs. 2 
(4/161) vs. 3 (5/160) vs. 5 
(8/160); p=NS 

APT vs. CBT vs. 
GET vs. control 
% With ≥1 non- 

serious AE‡: 96 
(152/159) vs. 89 
(143/161) vs. 93 
(149/160) vs. 93 
(149/160); p=NS 
Number of non- 

serious AEs‡: 949 vs. 
848 vs. 992 vs. 977, 
p=0.0081 for CBT vs. 
APT and p=0.0016 
for CBT vs. control 
Median (quartiles) 

non-serious AEs‡ 

per person-year: 4 (2, 
9) vs. 4 (2, 7) vs. 5 
(2, 
8) vs. 4 (3, 8); p=NS 

United kingdom 
Medical Research 
Council, Department 
of Health for England, 
Scottish Chief 
Scientist Office, 
Department for Work 
and Pensions 

Good 
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*Serious AEs were defined in the PACE trial as an event that resulted in one of the following outcomes: a) death, b) threat to life (i.e., an immediate, not hypothetical, risk of death 
at the time of the event), c) required hospitalization except for elective treatment of a pre-existing condition, d) increased severity and persistent disability, defined as: (i) severe, 
i.e. significant deterioration in the participant’s ability to carry out their important activities of daily living (e.g. employed person no longer able to work, caregiver no longer able 
to give care, ambulant participant becoming bed bound); and (ii) symptom and disability persistent, i.e. of at least 4 weeks continuous duration, e) any other important medical 
condition which, though not included in the above, might require medical or surgical intervention to prevent one of the outcomes listed, and f) any episode of deliberate self-harm. 
†Serious adverse reactions were considered in the PACE trial to be a reaction to one of the supplementary therapies or a drug prescribed as part of usual care. 
‡Non-serious AEs were defined in the PACE trial as ‘any clinical change, disease or disorder experienced by the participant during their participation in the trial, whether or not 
considered related to the use of treatments being studied in the trial.’  
Abbreviations: ACT= anaerobic activity therapy; ADL= activities of daily living; AE= adverse event; APT= adaptive pacing therapy; BMI= body mass index; CBT= cognitive 
behavioral therapy; CDC= Centers for Disease Control and Prevention; CFS= chronic fatigue syndrome; CGI= Clinical global impression change score; CI= confidence interval; 
CIBEROBN= Ventro de Investagacion Biomedica en Red de Fisiopatologia de la Obesidad y Nutricion; CIS= Checklist of individual strength; cm= centimeters; COG= cognitive 
therapy; DBPC= double blind placebo controlled; DSM-III-R= Diagnostic and Statistical Manual third edition revised; DSM-IV= Diagnostic and Statistical Manual fourth edition; 
FINE= Fatigue Intervention by Nurses Evaluation; FIQ= Fibromyalgia Impact Questionnaire; FIS= Fatigue Impact Score; FSS= Fatigue Severity Scale; g= gram; GET= graded 
exercise therapy; HADS= hospital anxiety and depression score; HTA= Health Technology Assessment; IGF1= insulin like growth factor 1; IGFBP3= insulin like growth factor 
binding protein 3; IgG= immunoglobulin G; IQR= interquartile range; ITT= intention to treat; IV= intravenous; kg= kilogram; KPS= Karnofsky performance score; L= liter; Ltd.= 
limited; m= meter; ME= Myalgic encephalomyelitis; MFI-20= Multidimensional Fatigue Inventory; mg= milligram; ml= milliliter; mmHG= millimeters mercury; SF-12= Short-
form 12-item Health Survey; n= sample size; NHS= National Health Services; NIAID= National Institute of Allergy and Infectious Diseases; NIH= National Institutes of Health; 
NIHR= National Institute for Health Research; no.= number; NR= not reported; NS= not significant; NSAID= non-steroidal anti-inflammatory drug; OR= odds ratio; PACE= 
Pacing, graded Activity and Cognitive behavior therapy: a randomized Evaluation; POMS= Profile of Mood States; QLI= Quality of Life Index; QLS= Quality of life scale; 
QOLI= Quality of Life Inventory; RCT= randomized control trial; SAE= serious adverse event; SD= standard deviation; SEM= standard error of the mean; SF-36= 36-item Short 
Form Survey; SFQ= Abbreviated fatigue questionnaire; SGR = support the activities of research groups; SIP-8= Sickness Impact Profile 8-item; SSRI= selective serotonin 
reuptake inhibitor; U.S.= United States; µg= microgram; UK= United Kingdom; vs.= versus; XRCT= cross sectional control trial; ZonMW= ZorgOnderzoek Nederland and 
Medische wetenschappen. 
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Appendix H. Quality Assessment Tables 
Table H1. Quality assessment table of diagnostic accuracy/concordance studies 
Study, 
Year 

Was the test applied to an 
appropriate spectrum of 

patients (with and 
without disease)? 

Avoid case-control? 

Was the population tested 
random (not 
consecutive)? 

Adequate sample 
size? 

Eligibility criteria specified? 
Was there a rigorous 

assessment of the 
CFS population? 

Reporting of 
attrition? 

Minimal loss to 
followup? 

Davenport, et 

al., 201160 

Unclear - CFS group and a non- 
disabled sedentary control group 

Unclear - physician referral No: n=30 
100% female 

Yes: 2 physicians referred 
patients meeting criteria 

Unclear 

Davenport, et 

al., 201161 

Unclear - CFS group and a non- 
disabled sedentary control group 

Unclear - physician referral No: n=30 
100% female 

Yes: 2 physicians referred 
patients meeting criteria 

Unclear 

Gaab, et al., 

200466 

Unclear - CFS group and a 
randomly selected control 
group were matched for 

age/sex 

Unclear for CFS (subjects were 
recruited from a self-help 

organization); yes for 
controls 

No: n=42 
52% female 

Yes: all underwent psychiatric 
evaluation in addition to 
fulfilling the CFS criteria 

Unclear 

Gaab, et al., 

200267 

Unclear - CFS group and a 
randomly selected control 
group were matched for 

age/sex 

Unclear for CFS (subjects were 
recruited from a self-help 

organization); yes for 
controls 

No: n=35 
43% female 

Yes: all underwent psychiatric 
evaluation in addition to 
fulfilling the CFS criteria 

Unclear 

Gaab, et al., 

200568 

Unclear - CFS group and a 
randomly selected control 
group were matched for 

age/sex 

Unclear for CFS (subjects were 
recruited from a self-help 

organization); yes for 
controls 

No: n=41 
51% female 

Yes: all underwent psychiatric 
evaluation in addition to 
fulfilling the CFS criteria 

Unclear 

Hadzi-Pavlovic, 

et al., 200064 

Unclear - CFS controls recruited 
a non-CFS control 

Yes, population-based 
recruitment of the CFS 

and control groups 

Yes: n=798 
66% female 

Yes/unclear: assessed 
diagnostic confidence; 

analyzed with and without 
those for whom there was 
less diagnostic confidence 

Yes: began with 770 
subjects; final 
sample 368 
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Study, 
Year 

Is the test adequately 
described and reproducible? 

Reliable and valid 
measurements? 

Validation of test 
protocol in a second 

group? 

Standard case 
definition? 

Evaluate all 
patients for the 

outcome? 

Were the outcome 
assessors blinded to 

the reference standard 
(CFS diagnosis)? 

Quality 
rating 

Davenport, et 
al., 201160

 

Yes: described 
cardiopulmonary exercise tests 

in detail and it is reproduced 
from prior studies 

No reliability/validity results 
presented 

No Yes: CDC (Fukuda, 1994) Yes Unclear Fair 

Davenport, et 
al., 201161

 

Yes: used standardized 
measures 

Unclear (reproducibility 
assessed statistically 
and construct validity 

also assessed) 

Yes: CDC (Fukuda, 1994) Yes Unclear Fair 

Gaab, et al., 
200466

 

Yes: detailed descriptions of 
salivary cortisol testing No 

reliability/validity results 
presented 

No Yes: CFS patients fulfilled 
both CDC (Fukuda, 1994) 
and Oxford (Sharpe, 1991) 

criteria 

Yes Unclear Fair 

Gaab, et al., 
200267

 

Yes: detailed description of 
insulin tolerance test, ACTH, 

cortisol 
No reliability/validity results 

presented 

No Yes: CFS patients fulfilled 
both CDC (Fukuda 1994) 
and Oxford (Sharpe 1991) 

criteria 

Yes Unclear Fair 

Gaab, et al., 
200568

 

Yes: detailed description of 
ACTH, cortisol, cytokine No 

reliability/validity results 
presented 

No Yes: CFS patients fulfilled 
both CDC (Fukuda, 1994) 
and Oxford (Sharpe, 1991) 

criteria 

Yes Unclear Fair 

Hadzi-Pavlovic, 
et al., 200064

 

Yes: used standardized 
measures 

No Yes: had physician rating 
of diagnostic confidence 
regarding CFS diagnosis 

No: 92 of 798 
subjects were 

excluded because of 
incomplete data 

(70/368 CFS and 
22/430 controls) 

Unclear Fair 
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Study, 
Year 

Was the test applied to an 
appropriate spectrum of 

patients (with and without 
disease)? 

Avoid case-control? 

Was the population tested 
random (not consecutive)? 

Adequate sample 
size? 

Eligibility criteria specified? 
Was there a rigorous 

assessment of the CFS 
population? 

Reporting of 
attrition? 

Minimal loss to 
followup? 

Jason, 201056
 Yes - community-based 

recruitment of CFS population 
Yes - recontact of subjects from 

community-based CFS 
recruitment 

Unclear: n=108 
% Female: NR 

Yes: 2 physicians 
independently rated 

Yes 
Loss to follow up: 

began with 213 from 
the community 
sample; data 

available on 84 
without CFS and 24 

with CFS 
Jason, 201165

 Yes - had 2 groups of CFS 
patients (tertiary care and 

community sample) and control 
from community 

Yes - community samples 
recruited from stratified random 

sample of Chicago 
neighborhoods; tertiary care CFS 
group also recruited from variety 

of sources (physician, 
newspaper, CFS support groups) 

No: n=79 
58% female 

Yes: 4 physicians and 1 
psychiatrist responsible for 

final decision about diagnosis 
of community sample; tertiary 

sample had psychiatric 
interview 

Unclear 

Linder, et al., 
200263

 

Yes - CFS population with 
fibromyalgia and lupus patients 

as controls 

Unclear - recruited by study 
physicians 

Unclear: n=198 
68% female 

Unclear: few details about how 
patients were assessed; 

excluded primary psychiatric 
disorders 

Unclear 

Tiev, et al., 
200362

 

Unclear - case-control study; 
recruitment not reported 

Unclear (NR) No: n=25 
64% female 

Unclear Unclear 

Watson, et al., 
201469

 

Yes - had 3 groups including 
some CFS subjects recruited 

from community/internet forums 

Yes/unclear - CFS subjects 
recruited from various sources 

including internet and some 
physician referral 

Yes: n=691 
% female: NR 

Unclear: all subjects had 
diagnosed by licensed 
physician; those with 

exclusionary diagnoses were 
removed. 

Yes, reported 
missing values 

and procedure for 
replacement. 
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Study, 
Year 

Is the test adequately 
described and reproducible? 

Reliable and valid 
measurements? 

Validation of test 
protocol in a second 

group? 

Standard case 
definition? 

Evaluate all 
patients for the 

outcome? 

Were the outcome 
assessors blinded to 

the reference standard 
(CFS diagnosis)? 

Quality 
rating 

Jason, 201056
 Used Reeves 2005 criteria as 

the diagnostic test 
No Yes: screening 

questionnaire, then DSM- 
IV interview, medical 

history/exam and symptom 
inventory; all met CDC 
(Fukuda, 1994) criteria 

Unclear Unclear Fair 

Jason, 201165
 Yes: used standardized 

measures 
No Yes: 2 physicians 

independently rated each 
file using the CDC 

(Fukuda, 1994) criteria 

Yes Unclear Fair 

Linder, et al., 
200263

 

Yes: used prospective 
assessment of 26 symptoms 

taken from CFS, FMS and SLE 
diagnostic criteria 

Yes: study sample 
randomly divided into 

development and 
validation cohorts 

Yes: Oxford (Sharpe, 
1991) 

Unclear Unclear Good 

Tiev, et al., 
200362

 

Yes: laboratory test for Rnase 
L levels described in detail 

No reliability/validity presented 

No Yes: CDC (Fukuda 1994) Yes Unclear Poor 

Watson, et al., 
201469

 

Yes: unsupervised 
thresholding algorithm 

No Yes: CDC (Fukuda, 
1994), Canadian and ME- 

ICC 

Yes: for those 
included, all data 

were used. 

Unclear Fair 

Abbreviations: ACTH = adrenocorticotropic hormone; CDC= Centers for Disease Control and Prevention; CFS= chronic fatigue syndrome; DSM-IV= Diagnostic and Statistical 
Manual, fourth edition; FMS= fibromyalgia; n= sample size; NR= not reported; RCT= randomized, controlled trial; Rnase L= latent ribonuclease; SLE=systemic lupus 
erythematosus; UK= United Kingdom. 
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Table H2. Quality assessment of randomized controlled trials 
Author, year Randomization 

adequate? 
Allocation con- 
cealment 
adequate? 

Groups 
similar at 
baseline? 

Maintain 
Comparable 
Groups? 

Eligibility 
criteria 
specified? 

Outcome 
assessors 
masked? 

Care 
provider 
masked? 

Patient 
masked? 

Bazelmans, et 
al., 2005100

 

No No Yes Yes Yes No No No 

Blacker, et al., 
200482

 

Yes NR Yes Yes Yes Unclear Unclear Yes 

Blockmans, et 
al., 200384

 

Yes Yes Yes Unclear Yes Yes Unclear Yes 

Burgess, et 
al., 2012101

 

Yes Yes Yes Yes Yes No No No 

Chan, et al., 
2013129

 

 
Ho, et al., 
2012126

 

Yes NR Yes Yes Yes No No No 

Deale, et al., 
1997102

 

Yes Yes No Unclear Yes Yes - VAS on 
fatigue and 
disability 
No - all other self- 
report measures 

No No 

Diaz-Mitoma, 
et al., 200389

 

NR NR Unclear Unclear No No No Yes 

Fulcher and 
White, 1997125

 

Yes Yes No No (exercise 
group younger) 

Yes Unclear Unclear No 
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Author, year Reporting of attrition, 

crossovers, adherence, and 
contamination 

Loss to follow- 
up: differential/ 
high 

Intention-to- 
treat (ITT) 
analysis 

Post- 
randomizat 
ion 
exclusions 

Outcomes 
pre-specified 

Funding source Quality 
rating 

Bazelmans, et 
al., 2005100

 

Attrition: Yes 
Crossovers: No 
Adherence: No 
Contamination: No 

No 2 (3%) 
patients 
excluded from 
analysis 

No Yes National Foundation for Public 
Mental Health (Grant No. 4341) 

Fair 

Blacker, et al., 
200482

 

Attrition: Yes 
Crossovers: No 
Adherence: No 
Contamination: No 

No Yes No Yes Shire Pharmaceutical 
Development Ltd. 

Fair 

Blockmans, et 
al., 200384

 

Attrition: Yes 
Crossovers: No 
Adherence: No 
Contamination: No 

No No Yes Yes NR Fair 

Burgess, et 
al., 2012101

 

Attrition: Yes 
Crossovers: No 
Adherence: Yes 
Contamination: No 

Yes 
34% (12/35) vs. 
56% (25/45) 

Yes No Yes NR Fair 

Chan, et al., 
2013129

 

 
Ho, et al., 
2012126

 

Attrition: Yes 
Crossovers: No 
Adherence: No 
Contamination: No 

Yes (28% 
dropped overall) 

Yes No Yes Center of Behavioral Research 
fund 

Fair 

Deale, et al., 
1997102

 

Attrition: Yes 
Crossovers: No 
Adherence: No 
Contamination: No 

No Unclear No Yes South East Thames Regional 
Health Authority Locally 
Organized Research Scheme 

Fair 

Diaz-Mitoma, 
et al., 200389

 

Attrition: Yes 
Crossovers: No 
Adherence: No 
Contamination: No 

No Unclear No Yes Grants from Enterprise Ireland 
(130590/D) 

Poor 

Fulcher and 
White, 1997125

 

Attrition: Yes 
Crossovers: Yes (22) 
Adherence: No 
Contamination: No 

No (11%) Yes No Yes Linbury Trust, a Sainsbury 
charitable trust 

Fair 
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Author, year 

 
 
 
Randomization 
adequate? 

 
 
Allocation con- 
cealment 
adequate? 

 
 
Groups 
similar at 
baseline? 

 
 
Maintain 
Comparable 
Groups? 

 
 
Eligibility 
criteria 
specified? 

 
 
Outcome 
assessors 
masked? 

 
 
Care 
provider 
masked? 

 
 
 
Patient 
masked? 

Goudsmit, et 
al., 2009104

 

No No No Unclear Yes No No No 

Hobday, et al., 
200893

 

Yes No Yes Yes Yes Yes No No 

Jason, et al., 
2007108

 

Yes NR Yes Yes Yes Unclear Unclear No 

Jason, et al., 
2010107

 

NR NR Yes Unclear Briefly No No No 

Knoop, et al., 
2008109

 

Yes Yes Yes Unclear Yes No No No 

Lopez, et al., 
2011110

 

NR NR NR NR Yes Unclear Unclear No 

McKenzie, et 
al., 199883

 

Yes NR Yes Yes Yes unclear unclear Yes 

Montoya, et 
al., 201386

 

Unclear Unclear Yes Yes Yes Yes Yes Yes 

Moss-Morris, 
et al., 2005127

 

Yes Yes No - exercise 
group 
younger 

No Yes Unclear Unclear Unclear 
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Author, year Reporting of attrition, 
crossovers, adherence, and 
contamination 

Loss to follow- 
up: differential/ 
high 

Intention-to- 
treat (ITT) 
analysis 

Post- 
randomization 
exclusions 

Outcomes 
pre-specified 

Funding source Quality 
rating 

Goudsmit, et 
al., 2009104

 

Attrition: No 
Crossovers: No 
Adherence: No 
Contamination: No 

NR NR No Yes Action for ME Poor 

Hobday, et al., 
200893

 

Attrition: Yes 
Crossovers: No 
Adherence: Yes 
Contamination: No 

Yes (25% of 
patients did not 
complete) 

No Yes Yes NR Fair 

Jason, et al., 
2007108

 

Attrition: No 
Crossovers: No 
Adherence: No 
Contamination: No 

NR Unclear No Yes NIAID (Grant No. AI 49720) Fair 

Jason, et al., 
2010107

 

Attrition: No 
Crossovers: No 
Adherence: No 
Contamination: No 

NR NR No Yes National Institute of Allergy and 
Infectious Diseases (grant 
numbers AI36295 and 
AI49720) 

Poor 

Knoop, et al., 
2008109

 

Attrition: Yes 
Crossovers: No 
Adherence: No 
Contamination: No 

No Yes No Yes NR Fair 

Lopez, et al., 
2011110

 

Attrition: Yes 
Crossovers: No 
Adherence: No 
Contamination: No 

No No (ITT not 
utilized “due to 
the fact 
that it was a 
pilot study”) 

No Yes NIH Poor 

McKenzie, et 
al., 199883

 

Attrition: Yes 
Crossovers: No 
Adherence: No 
Contamination: No 

No Unclear No Yes NR Fair 

Montoya, et 
al., 201386

 

Attrition: Yes 
Crossovers: No 
Adherence: No 
Contamination: No 

No Yes No Yes Hoffman-La Roche (Basel, 
Switzerland) 

Fair 

Moss-Morris, 
et al., 2005127

 

Attrition: Yes 
Crossovers: No 
Adherence: No 
Contamination: No 

No Yes No Yes University of Auckland Staff 
Grants 

Fair 
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Author, year Randomization 
adequate? 

Allocation con- 
cealment 
adequate? 

Groups 
similar at 
baseline? 

Maintain 
Comparable 
Groups? 

Eligibility 
criteria 
specified? 

Outcome 
assessors 
masked? 

Care 
provider 
masked? 

Patient 
masked? 

Núñez, et al., 
2011111

 

Yes Yes Yes Yes Yes Unclear Unclear No 

Öckerman, 
200094

 

NR Unclear/NR Unclear Unclear No Unclear Yes Yes 

O’Dowd, et al., 
2006112

 

Yes Yes Yes, except 
for sex 

Unclear Yes Yes No Yes 

Peterson, et 
al., 199085

 

Yes Yes Yes, except 
for age 

Yes Yes Yes Unclear Yes 

Sharpe, et al., 
1996113

 

Yes Yes Yes Yes Yes Unclear Unclear No 

Sutcliffe, et al., 
2010128

 

Yes Yes Yes yes Yes Unclear Yes Yes 

Strayer, et al., 
201288

 

Yes Yes Yes Yes Yes Yes Unclear Yes 

Strayer, et al., 
199487

 

Unclear Yes Yes, except 
for sex 

Yes Yes Yes Unclear Yes 

Taylor, 2004114
 Yes Unclear Yes Yes Yes No No No 
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Author, year Reporting of attrition, 

crossovers, adherence, and 
contamination 

Loss to follow- 
up: differential/ 
high 

Intention-to- 
treat (ITT) 
analysis 

Post- 
randomization 
exclusions 

Outcomes 
pre-specified 

Funding source Quality 
rating 

Núñez, et al., 
2011111

 

Attrition: Yes 
Crossovers: No 
Adherence: No 
Contamination: No 

No Unclear No Yes Generalitat of Catalonia, SGR 
2009-1158 and CIBEROBN, 
Carlos III Health Institute, 
Majadahonda, Madrid 

Fair 

Öckerman, 
200094

 

Attrition: Yes 
Crossovers: Yes 
Adherence: No 
Contamination: No 

No Yes No Yes NR Poor 

O’Dowd, et al., 
2006112

 

Attrition: Yes 
Crossovers: No 
Adherence: Yes 
Contamination: Yes 

No/No Yes No Yes HTA Programme (project NO. 
974/41/08) 

Fair 

Peterson, et 
al., 199085

 

Attrition: Yes 
Crossovers: No 
Adherence: No 
Contamination: No 

No Yes No Yes Baxter Healthcare Corp. Fair 

Sharpe, et al., 
1996113

 

Attrition: Yes 
Crossovers: No 
Adherence: Yes 
Contamination: No 

No Yes No Yes Wellcome Trust Good 

Sutcliffe, et al., 
2010128

 

Attrition: Yes 
Crossovers: No 
Adherence: Yes 
Contamination: No 

Yes (28%) No No Yes Research grant from the 
Northern Regional 
CFS ⁄ME Clinical Network 

Fair 

Strayer, et al., 
201288

 

Attrition: Yes 
Crossovers: No 
Adherence: No 
Contamination: No 

No Yes No Yes Hemispherx Biopharma Fair 

Strayer, et al., 
199487

 

Attrition: Yes 
Crossovers: No 
Adherence: No 
Contamination: No 

No No No Yes Hemispherx Biopharma Fair 

Taylor, 2004114
 Attrition: Yes 

Crossovers: No 
Adherence: Yes 
Contamination: No 

No Yes No Yes U.S. Department of Education 
National Institute on Disability 
and Rehabilitation Research 
Grant #H133G000097 

Good 
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Author, year 

 
 
 
Randomization 
adequate? 

 
 
Allocation con- 
cealment 
adequate? 

 
 
Groups 
similar at 
baseline? 

 
 
Maintain 
Comparable 
Groups? 

 
 
Eligibility 
criteria 
specified? 

 
 
Outcome 
assessors 
masked? 

 
 
Care 
provider 
masked? 

 
 
 
Patient 
masked? 

The, et al., 
200795

 

Yes Yes No No Yes Yes Yes Yes 

Tummers, et 
al., 2012115

 

Yes Yes Yes Yes Yes No No No 

Vermeulen and 
Scholte, 
200496

 

Yes Yes Yes Unclear Yes Unclear No No 

Weatherley- 
Jones, et al., 
200498

 

Yes Yes Yes Yes Yes Yes Yes Yes 

Walach, et al., 
200897

 

Yes Unclear Yes Yes Yes Yes Yes Yes (50%) 
No (50%) 

Wearden, et 
al., 199890

 

Yes NR Yes Yes Yes Yes Unclear Yes 

Wearden, et 
al., 2010118

 

FINE Trial 

Yes Yes Yes Yes Yes Yes No No 
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Author, year 

 
 
Reporting of attrition, 
crossovers, adherence, and 
contamination 

 
 
Loss to follow- 
up: differential/ 
high 

 
 
Intention-to- 
treat (ITT) 
analysis 

 
Post- 
randomizat 
ion 
exclusions 

 
 
 
Outcomes 
pre-specified 

 
 
 
 
Funding source 

 
 
 
Quality 
rating 

The, et al., 
200795

 

Attrition: Yes 
Crossovers: No 
Adherence: No 
Contamination: No 

No Yes No Yes Grant from Optipharma Fair 

Tummers, et 
al., 2012115

 

Attrition: Yes 
Crossovers: No 
Adherence: No 
Contamination: No 

No Yes No Yes Dutch Medical Research 
Council ZonMW 

Good 

Vermeulen and 
Scholte, 
200496

 

Attrition: Yes 
Crossovers: No 
Adherence: No 
Contamination: No 

No Yes No Yes Sigma-Tau Ethifarma Assen Fair 

Weatherley- 
Jones, et al., 
200498

 

Attrition: Yes 
Crossovers: No 
Adherence: No 
Contamination: No 

Yes No No Yes Linbury Trust Fair 

Walach, et al., 
200897

 

Attrition: Yes 
Crossovers: No 
Adherence: Yes 
Contamination: No 

No Yes No Yes Maurice Lang Foundation Grant Good 

Wearden, et 
al., 199890

 

Attrition: Yes 
Crossovers: No 
Adherence: No 
Contamination: No 

Yes Yes No Yes Linbury Trust Fair 

Wearden, et 
al., 2010118

 

FINE Trial 

Attrition: Yes 
Crossovers: No 
Adherence: Yes 
Contamination: Yes 

No Yes No Yes UK Medical Research Council 
(G200212) and the UK 
Department of Health; and the 
University of Manchester 

Good 
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Author, year Randomization 

adequate? 
Allocation 
concealment 
adequate? 

Groups 
similar at 
baseline? 

Maintain 
Comparable 
Groups? 

Eligibility 
criteria 
specified? 

Outcome 
assessors 
masked? 

Care 
provider 
masked? 

Patient 
masked? 

White, et al., 
2011121 
PACE Trial 

Yes Yes Yes Yes Yes Yes - statistician 
No - self-report 
measures 

No No 

Williams, et 
al., 200299 

Unclear Unclear Yes Yes Yes Unclear Unclear Yes 

 
 
Author, year Reporting of attrition, 

crossovers, adherence, and 
contamination 

Loss to follow- 
up: differential/ 
high 

Intention-to- 
treat (ITT) 
analysis 

Post- 
randomization 
exclusions 

Outcomes 
pre-specified 

Funding source Quality 
rating 

White, et al., 
2011121 
PACE Trial 

Attrition: Yes 
Crossovers: No 
Adherence: Yes 
Contamination: No 

No Yes No Yes UK Medical Research Council, 
Department of Health for 
England, Scottish Chief 
Scientist Office, Department 
for Work and Pensions 

Good 

Williams, et al., 
200299 

Attrition: Yes 
Crossovers: No 
Adherence: Yes 
Contamination : No 

Yes No No Yes Linbury Trust Fair 

Abbreviations: CFS= chronic fatigue syndrome; CIBEROBN= Ventro de Investagacion Biomedica en Red de Fisiopatologia de la Obesidad y Nutricion; Corp.=corporation; 
FINE= Fatigue Intervention by Nurses Evaluation; HTA= Health Technology Assessment; ITT= intetion-to-treat; Ltd.= limited; ME= myalgic encephalomyelitis; NIAID= 
National Institute of Allergy and Infectious Diseases; NIH = National Institutes of Health; No.= number; NR= not reported; PACE= Pacing, graded Activity and Cognitive 
behavior therapy: a randomized Evaluation; SGR= support the activities of research groups; U.S.= United States; UK= United Kingdom; VAS= visual analogue scale; vs.= versus; 
ZonMW= ZorgOnderzoek Nederland and Medische wetenschappen. 
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Appendix I. Published Case Definition Criteria 
Table I1. Published case definition criteria 

Case Definition 
Statements 

General Diagnostic Criteria Fatigue Post-Exertional Malaise Sleep 

CDC, Holmes, et 

al., 198810 

Requires each of the following: 
1. New onset of ≥6 months of persistent or 
relapsing, debilitating fatigue not resolved 
with bed rest 
2. ≥8 of the symptom criteria, or 6 of the 
symptom criteria + ≥2 of following: low grade 
fever, nonexudative pharyngitis, palpable, or 
tender lymph nodes 
3. ≥50% impairment of daily functioning as 
compared to premorbid levels 

6-8 of the symptoms in any category: 
generalized fatigue after levels of 
exercise that would have been easily 
tolerated previously 

None noted 6-8 of the symptoms in any 
category: 
Sleep disturbance 

Oxford 
Sharpe, et al., 

199146 
CFS 

Requires each of the following: 
1. Fatigue as principal symptom 
2. Definite onset of syndrome (not lifelong) 
3. Syndrome must be severe, disabling have 
an effect on physical and mental (cognitive) 
functioning; 
4. Present for >6 months, or >50% of the 
time 
5. May include other symptoms: myalgias, 
mood and sleep disturbance 

Fatigue is required to be complained 
of, significantly affect the patient’s 
functioning, be disproportionate to 
exertion, represent a clear change from 
a previous state and be present >50% 
of the time. 

None noted Sleep disturbances are 
required to be complained 
of, not a response to 
external disturbances, 
changes from previous 
states, and persistent. 

London 
Dowsett, et al., 

199447 
ME/CFS 

Must meet all 3 criteria: 
1. Exercise-induced fatigue, see fatigue 
criteria. 
2. Impairment of short-term memory and 
loss of powers of concentration, usually 
coupled with other neurological and 
psychological disturbances, see 
neuroglogic/cognitive criteria. 
3. Fluctuation of symptoms, usually 
precipitated by either physical or mental 
exercise. 

Exercise-induced fatigue precipitated 
by trivially small exertion (physical or 
mental) relative to the patient’s 
previous exercise tolerance. 

Nothing noted Nothing noted 
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Case Definition 
Statements 

 
Pain 

 
Neurological/cognitive 

CDC, Holmes, et 
al., 198810

 

6-8 of the symptoms in any category: 
Myalgia 
Migratory arthralgia without joint swelling or redness 
Painful lymph notes 
Muscle discomfort 

6-8 of the symptoms in any category: 
Neuropsychological complaints 
Prolonged (>24 hours) generalized headaches 

Oxford 
Sharpe, et al., 
199146

 

CFS 

Myalgia should be complained of, disproportionate to exertion, a change 
from a previous state, persistent or recurrent, and should be distinguished 
from joint pain or weakness. 

Mood disturbances should be complained of, significant changes from 
previous state and should be relatively persistent or recurrent. This may 
include depression, loss of interest or pleasure, anxiety, emotional 
liability or irritability. 

London 
Dowsett, et al., 
199447

 

ME/CFS 

Nothing noted Impairment of short-term memory and loss of powers of concentration, 
usually coupled with other neurological and psychological disturbances 
such as emotional lability (being upset by things that would not normally 
cause distress), nominal dysphasia (difficulty finding the right word), 
disturbed sleep patterns, dysequilibrium (imbalance or unsteadiness 
rather than vertigo/spinning round) or tinnitus (noises in the ear). 
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Case Definition 
Statements 

 
Other Criteria 

 
Additional Considerations 

CDC, Holmes, et 
al., 198810

 

6-8 of the symptoms in any category: 
Mild fever, sore throat, or description of the main symptom complex as initially developing over a few 
hours to a few days 

None 

Oxford 
Sharpe, et al., 
199146

 

CFS 

Disability refers to any restriction or lack of ability to perform an activity within the range considered 
normal for a human being, it should be distinguished from impairment of function and handicap. 

None 

London 
Dowsett, et al., 
199447

 

ME/CFS 

Fluctuation of symptoms, usually precipitated by either physical or mental exercise. None 
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Case Definition 
Statements 

 
General Diagnostic Criteria 

 
Fatigue 

 
Post-Exertional Malaise 

 
Sleep 

CDC ≥6 months 
Fukuda, et al., 
19944

 

CFS 

2 of the fatigue criteria and 
≥4 of the criteria in any category 

Unexplained, persistent fatigue ≥6 
months not due to ongoing exertion, 
not substantially relieved by rest, of 
new onset, and results in a significant 
reduction in previous activity levels. 

Post-exertional malaise Unrefreshing sleep 

Canadian ≥ 6 
months 
Carruthers, et al., 
20032

 

ME/CFS 

All of the following: 
Fatigue 
Post-exertional fatigue 
Sleep dysfunction 
Pain 
≥2 of the following: 
Neurological/cognitive manifestations 
≥1 symptoms from ≥2 of the following 
categories: 
Autonomic 
Neuroendocrine 
Immune 

New onset, unexplained, persistent, or 
recurrent physical and mental fatigue 
that substantially reduces activity level. 

Loss of physical and mental 
stamina, rapid muscular and 
cognitive fatigability, post- 
exertional malaise and/or fatigue 
and/or pain and a tendency for 
other associated symptoms 
within the patient’s cluster of 
symptoms to worsen. There is a 
slow recovery period, usually ≥24 
hours. 

Unrefreshed sleep or sleep 
quantity or rhythm 
disturbances such as 
reversed or chaotic diurnal 
sleep rhythms.* 
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Case Definition 
Statements 

 
Pain 

 
Neurological/cognitive 

CDC ≥6 months 
Fukuda, et al., 
19944

 

CFS 

Muscle pain 
Multi-joint pain without swelling or redness 
Headaches of new type or severity 
Recurrent sore throat 
Tender cervical or axillary lymph nodes 

Impaired memory of concentration 

Canadian ≥ 6 
months 
Carruthers, et al., 
20032

 

ME/CFS 

Significant myalgia and/or arthralgia, is often widespread and migratory in 
nature. Often there are significant headaches of new type, pattern or 
severity.** 

≥2 of the following: 
Confusion, impaired concentration and short-term memory, 
disorientation, difficulty with information processing, categorizing and 
word retrieval, and perceptual and sensory disturbances (e.g., spatial 
instability and disorientation and inability to focus vision). Ataxia, muscle 
weakness and fasciculations are common. 
There may be overload phenomena: cognitive, sensory (e.g., 
photophobia and hypersensitivity to noise); and/or emotional overload, 
which may lead to crash periods and/or anxiety. 
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Case Definition 
Statements 

 
Other Criteria 

 
Additional Considerations 

CDC ≥6 months 
Fukuda, et al., 
19944

 

CFS 

Recurrent sore throat 
Tender cervical or axillary lymph nodes 

Diagnosis of CFS-like illness if ≥6 months 
fatigue but doesn’t meet other criteria 

Canadian ≥ 6 
months 
Carruthers, et al., 
20032

 

ME/CFS 

≥1 symptoms from ≥2 of the following categories: 
1. Autonomic manifestations: orthostatic hypotension, neurally mediated, postural orthostatic 
tachycardia syndrome, delayed postural hypotension; light-headedness; extreme pallor; nausea and 
irritable bowel syndrome; urinary frequency and bladder dysfunction; palpitations with or without cardiac 
arrhythmias; exertional dyspnea. 
2. Neuroendocrine manifestations: loss of thermostatic stability. subnormal body temperature and 
marked diurnal fluctuation, sweating episodes, recurrent feelings of feverishness and cold extremities; 
intolerance of extremes of heat and cold; marked weight change. anorexia or abnormal appetite; loss of 
adaptability and worsening of symptoms with stress. 
3. Immune manifestations: tender lymph nodes, recurrent sore throat, recurrent flu-like symptoms, 
general malaise, new sensitivities to food, medications and/or chemicals. 

*There is a small number of patients who 
have no pain or sleep dysfunction, but no 
other diagnosis fits except ME/CFS. A 
diagnosis of ME/CFS can be entertained 
when this group has an infectious illness 
type onset. 
**Some patients have been unhealthy for 
other reasons prior to the onset of 
ME/CFS and lack detectable triggers at 
onset and/or have more gradual or 
insidious onset. 

I-6 



 

 
 

Case Definition 
Statements 

 
General Diagnostic Criteria 

 
Fatigue 

 
Post-Exertional Malaise 

 
Sleep 

Reeves, et al., 
200549

 

CFS 

Follows Fukuda, 1994 criteria, meant to 
define how to apply criteria 

Fatigue (must satisfy all): 
- Lasting >6 months 
- Not relieved by rest (by answering “a 
little or not at all” to the question “is 
your fatigue relieved by rest?) 
- Causing substantial reduction in 
occupational, educational, social, or 
recreational activities (by answering “a 
lot” to “Does fatigue interfere with...”) 
Severe fatigue as >medians of the MFI- 
20 general fatigue (>13) or reduced 
activity (>10) scales. 

Nothing noted Nothing noted 

Revised Canadian 
≥6 months 
Jason, et al., 
201048

 

ME/CFS 

All of the following : 
≥ 6 months of persistent fatigue 
Post-exertional malaise and/ or post- 
exertional fatigue 
Unrefreshing sleep or disturbance of sleep 
quantity or rhythm disturbance 
≥1 of myofascial and/or joint pain 
≥2 neurological/cognitive manifestations 
≥1 symptom from 2 of the following 3 
categories: 
1. Autonomic manifestations, 
2. Neuroendocrine manifestations 
3. Immune manifestation 

≥6 months, persistent or recurring 
chronic fatigue that is not lifelong and 
results in substantial reductions in 
previous levels of occupational, 
educational, social, and personal 
activities. 

Post-exertional malaise and/ or 
post-exertional fatigue. With 
activity there must be a loss of 
physical or mental stamina, 
rapid/sudden muscle or cognitive 
fatigability, post-exertional 
malaise and/or fatigue and a 
tendency for other associated 
symptoms within the patient’s 
cluster of symptoms to worsen. 
The recovery is slow, often 
taking 2-24 hours or longer. 

Unrefreshing sleep or 
disturbance of sleep 
quantity or rhythm 
disturbance. May include 
unrefreshing sleep, 
prolonged sleep (including 
frequent naps), disturbed 
sleep (e.g., inability to fall 
asleep or early awakening) 
and/or day/night reversal. 
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Case Definition 
Statements 

 
Pain 

 
Neurological/cognitive 

Reeves, et al., 
200549

 

CFS 

Nothing noted Nothing noted 

Revised Canadian 
≥6 months 
Jason, et al., 
201048

 

ME/CFS 

Pain (or discomfort) that is often widespread and migratory in nature. 
≥1 symptom from any of the following: 
Myofascial and/or joint pain, myofascial pain can include deep pain, 
abdomen/stomach pain, or achy and sore muscles. 
Pain, stiffness, or tenderness may occur in any joint but must be present in 
≥1 joint and lacking edema or other signs of inflammation. Abdominal 
and/or head pain. May experience stomach pain or chest pain. 
Headaches often described as localized behind the eyes or in the back of 
the head. May include headaches localized elsewhere, including 
migraines. Headaches would need to be more frequent than they were 
before, which would indicate new pattern, of a new type as compared to 
headaches previously experienced, or different in severity type as 
compared to headaches previously experienced by the patient. 

≥2 neurological/cognitive manifestations: 
Impaired memory (self-reported or observable disturbance in ability to 
recall information or events on a short-term basis); difficulty focusing 
vision and attention (disturbed concentration may impair ability to 
remain on task, to screen out extraneous/excessive stimuli); loss of 
depth perception; difficulty finding the right word; frequently forget what 
wanted to say; absent mindedness; slowness of thought; difficulty 
recalling information; need to focus on one thing at a time; trouble 
expressing thought; difficulty comprehending information; frequently 
lose train of thought; sensitivity to bright lights or noise; muscle 
weakness/muscle twitches 
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Case Definition 
Statements 

 
Other Criteria 

 
Additional Considerations 

Reeves, et al., 
200549

 

CFS 

-Presence of 4 of 8 case-defining symptoms (by answering “all of the time or most of the time” to 
questions about symptoms, e.g. “during the past month how often have you had a sore throat?)” 
-Functional impairment defined as score <25th percentile of the SF-36 on the physical function (<70), 
or role physical (<50), or social function (<75), or role emotional (<66.7) 
-Reporting >4 symptoms and scoring >25 on the Symptom Inventory Case Definition Subscale 

None 

Revised Canadian 
≥6 months 
Jason, et al., 
201048

 

ME/CFS 

≥1 symptom from 2 of the following 3 categories: 
1. Autonomic manifestations: neurally mediated hypotension, postural orthostatic tachycardia, delayed 
postural hypotension, palpitations with or without cardiac arrhythmias, dizziness or fainting, feeling 
unsteady on the feet--disturbed balance, shortness of breath, nausea, bladder dysfunction, or irritable 
bowel syndrome. 
2. Neuroendocrine manifestations recurrent feelings of feverishness and cold extremities, subnormal 
body temperature and marked diurnal fluctuations, sweating episodes, intolerance of extremes of heat 
and cold, marked weight change-loss of appetite or abnormal appetite. 
3. Immune manifestations: recurrent flu-like symptoms, non-exudative sore or scratchy throat, repeated 
fevers and sweats, lymph nodes tender to palpitation--generally minimal swelling noted, new sensitivities 
to food, odors, or chemicals. 

None 
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Case Definition 
Statements 

General Diagnostic Criteria Fatigue Post-Exertional Malaise Sleep 

International 
Consensus 
Statement 
Carruthers, et 
al., 
20113

 

ME 

A. Post-exertional neuroimmune 
exhaustion: 
cardinal 
B. Neurological impairments 
≥ 1 from 3 of the 4 symptom categories: 
1. Neurocognitive impairments 
2. Pain 
3. Sleep disturbance 
4. Neurosensory, perceptual, and 
motor disturbances 
C. Immune, gastrointestinal, and  
genitourinary impairments 
≥1 symptom from ≥3 of the following: 
1.Flu-like symptoms 
2. Susceptibility to viral infections 
3.Gastrointestinal symptoms 
4.Gentourinary symptoms 
5. Sensitivities to food, medications, 
odors or chemicals 
D. Energy production⁄ 
transportation impairments: ≥1 
1. Cardiovascular – orthostatic, etc. 
2. Respiratory – shortness of breath, etc. 
3. Thermostatic instability 
4. Temperature intolerance 

≥1 Symptom: 
1. Cardiovascular: e.g. inability to 
tolerate an upright position - 
orthostatic intolerance, neurally 
mediated hypotension, postural 
orthostatic Tachycardia syndrome, 
palpitations with or without cardiac 
arrhythmias, light-headedness ⁄ 
dizziness 
2. Respiratory: e.g. air hunger, 
labored breathing, fatigue of chest 
wall muscles 
3. Loss of thermostatic stability: e.g. 
subnormal body temperature, marked 
diurnal fluctuations; sweating 
episodes, recurrent feelings of 
feverishness with or without low grade 
fever, cold extremities 
4. Intolerance of extremes 
of temperature 

1. Marked, rapid physical and ⁄ 
or 
cognitive fatigability in 
response to exertion, which 
may be minimal such as 
activities of daily living or 
simple mental tasks, can be 
debilitating and cause a 
relapse 
2. Post-exertional symptom 
exacerbation: e.g. acute flu-
like symptoms, pain and 
worsening of other symptoms. 
3. Post-exertional exhaustion 
may occur immediately after 
activity or be delayed by hours 
or days. 
4. Recovery period is 
prolonged, usually taking 24 
hour longer. A relapse can last 
days, weeks or longer. 
5. Low threshold of physical 
and mental fatigability (lack of 
stamina) results in a 
substantial reduction in pre-
illness activity level. 

≥1 from Sleep, Pain, or  
Neurological/cognitive  
categories: 
Disturbed sleep patterns: 
e.g. insomnia, prolonged 
sleep including naps, 
sleeping most of the day 
and being awake most of 
the night, frequent 
awakenings, awaking 
much earlier than before 
illness onset, vivid 
dreams 
⁄ nightmares 
b. Unrefreshed sleep: e.g. 
awaken feeling exhausted 
regardless of duration of 
sleep, day-time 
sleepiness 
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Case Definition 
Statements 

Pain Neurological/cognitive 

International 
Consensus 
Statement 
Carruthers, et 
al., 
20113 
ME 

≥1 from Sleep, Pain, or Neurological/cognitive categories: 
Headaches: e.g. chronic, generalized headaches often involve aching 
of the eyes, behind the eyes or back of the head that may be 
associated with cervical muscle tension; migraine; tension headaches 
b. Significant pain can be experienced in muscles, muscle-tendon 
junctions, joints, abdomen or chest. It is non-inflammatory in nature and 
often migrates. e.g. generalized hyperalgesia, widespread pain (may 
meet fibromyalgia criteria), myofascial or radiating pain 

≥1 from Sleep, Pain, or Neurological/cognitive categories: 
1. Neurocognitive impairments: 
a. Difficulty processing information: slowed thought, impaired 
concentration e.g. confusion, disorientation, cognitive overload, 
difficulty with making decisions, slowed speech, acquired or 
exertional dyslexia 
b. Short-term memory loss: e.g. difficulty remembering what one 
wanted to say, what one was saying, retrieving words, recalling 
information, 
poor working memory 
2. Neurosensory, perceptual and motor disturbances 
a. Neurosensory and perceptual: e.g. inability to focus vision, 
sensitivity to light, noise, vibration, odor, taste and touch; impaired 
depth perception 
b. Motor: e.g. muscle weakness, twitching, poor coordination, 
feeling unsteady on feet, ataxia 

 
Case Definition 

Statements 
Other Criteria Additional Considerations 

International 
Consensus 
Statement 
Carruthers, et 
al., 
20113 
ME 

Immune, gastrointestinal and genitourinary impairments; ≥1 symptom from ≥3 of the following: 
1. Flu-like symptoms typically worsen with exertion e.g. sore throat, sinusitis, cervical and ⁄ or axillary 
lymph nodes may enlarge or be tender on palpitation 
2. Susceptibility to viral infections with prolonged recovery periods 
3. Gastro-intestinal tract: e.g. nausea, abdominal pain, bloating, irritable bowel syndrome 
4. Genitourinary: e.g. urinary urgency or frequency, nocturia 
5. Sensitivities to food, medications, odors or chemicals 

None 

Abbreviations: CDC= Centers for Disease control and Prevention; CFS= chronic fatigue syndrome; e.g.= example; etc.= etcetera; ME= myaligic encephalomyelitis; MFI-
20=Multidimensional Fatigue Inventory, 20-item; SF-36= 36-item Short Form Survey. 
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Appendix J. Standardized Measures Tables 
Table J1. Standardized measures used in evaluation of case definitions of ME/CFS 

Measure Abbreviation Description 

Validation 
studies in 
ME/CFS 

population 
Beck Depression 
Inventory1 

BDI Self-reported multiple-choice inventory of 21-questions for 
measuring the severity of depression. Scores of 0-9 
indicate minimal depression, 10-18 mild depression, 19-
29 moderate depression, 30-63 severe depression. 

Validated in 
population 
receiving 
treatment for 
CFS2 

Brief Coping 
Orientation to 
Problems 
Experienced 
Scale3 

bCOPE 28 questions that cover 14 coping strategies as potential 
responses to stressors: self-distraction, active coping, 
denial, substance use, use of emotional support, use of 
instrumental support, behavioral disengagement, venting, 
positive reframing, planning, humor, acceptance, religion, 
and self-blame. Each item scored on 1-4 scale (1=haven’t 
been doing this at all and 4=have been doing this a lot), 
each coping strategy is scored 2-8. 

None 

Chronic Fatigue 
Syndrome 
Medical 
Questionnaire4 

 Single item of questionnaire: rate the severity of your 
post-exertional malaise over the past 6 months using 
scale of 0-100, with lower scores indicating less severity. 

Developed for 
CFS population 

Chronic Fatigue 
Symptoms 
Checklist5,6  

CFSC Self-reported set of 40 symptoms, 30 thought to be typical 
of CFS symptoms and 10 considered atypical. Each item 
is scored 0-4, with 0=never suffer from it; 1=mild or rare 
symptoms during the last month causing minor disruption; 
2=moderate or frequent symptoms during the last month 
causing major disruption; 3=severe or very frequent 
symptoms during the last month unable to perform usual 
activities; and 4=suffered from it previously for ≥1 month 
but not now. 

Designed for 
CFS patients  

Cognitive Failures 
Questionnaire7 
 

CFQ 
 

The CFQ measure self-reported failures in perception, 
memory and motor function over the previous 6-months. It 
consists of 25 items, each graded on a scale of 5 point 
Likert-scale, total scores are calculated by adding the 
individual item scores. Final scores range from 0-100, 
lower scores indicate better health.  

None 

Fatigue Impact 
Scale 8 
 

FIS Self- reported instrument of fatigue impact on 40-items 
subdivided into 3 subscales, cognitive functioning (10-
items), physical functioning (10-items), and psychosocial 
functioning (20-items). Each item is rated from 0 (no 
problem) to 4 (extreme problem), with a maximum score 
of 160.  

Validated in 
population who 
had experienced 
≥6 months of 
fatigue8 

General Health 
Questionnaire9 

GHQ A 60-item questionnaire to screen individuals for 
psychiatric disorders, scores are given as means and 
scores above 3 indicate disorders; a 30-item version of 
the same questionnaire uses a threshold of 6 to indicate 
general psychological distress. 

None 

Hospital Anxiety 
and Depression 
Scale10 

HADS Self-reported scale of 14-items for the detection of 
depression and anxiety in hospitalized patients. Scores 
range from 1-21 interpreted as: normal (0-7), mild (8-10), 
moderate (11-14), severe (15-21). Subscales for anxiety 
(HADS-A) and depression (HADS-D).  

Validated in 
patients 
identified using 
CDC (Fukuda, 
1994) criteria11 
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Measure Abbreviation Description 

Validation 
studies in 
ME/CFS 

population 
Karnofsky 
Performance 
Scale12 

KPS 
 

Descriptive ordinal scale that measures the patient’s 
ability to carry on normal activities/the degree of 
assistance required. The scale range is comprised of 10-
point intervals from 0-100, where 0=dead and 
100=normal, no complaints or evidence of disease. Score 
thresholds: 80-100=normal health; 50-80=an inability to 
work, with a varying amount of assistance needed at 
home; 10-40=an inability for self care requiring the 
equivalence of institutional care 

Validated in 
patients with 
chronic pain, but 
not specifically 
CFS13 

Multidimensional 
Fatigue 
Inventory14 

MFI-20 Self-reported instrument used to measure fatigue 
consisting of 5 subscales: general fatigue, physical 
fatigue, mental fatigue, reduced motivation, and reduced 
activity. Each subscale has 4 statements regarding levels 
of fatigue experienced in the previous days (20 total) rated 
on a Likert-type scale from 1-5 for a final subscale score 
of 4-20, lower scores indicate less fatigue.  

Validated in 
those with >12 
months of 
fatigue14 
 
Validated in 
population self-
reporting 
symptoms 
meeting CDC 
(Fukuda, 1994) 
criteria15 

Modified Somatic 
Perception 
Questionnaire16 

MSPQ Self-reported 13-item scale for patients with chronic pain 
or disabilities, it is used to identify somatic complaints that 
may be associated with psychological responses such as 
anxiety or depression. Each item is scored 0-3 (0=not at 
all and 3=extremely could not have been worse) for a total 
score of 0-39 with lower scores indicated lower general 
somatic symptoms.  

None 

Orthostatic 
Grading Scale17 

OGS Self-reported 5-item scale assessing for symptoms of 
orthostatic intolerance because of orthostatic hypotension. 
Each item is scored 0-4, with total score of 0-20, with 
lower scores indicated better health.  

None 

Pennebaker 
Inventory of 
Limbic 
Languidness18 

PILL Self-reported 54-item questionnaire measures the 
tendency for someone to notice and report a broad array 
of physical symptoms and sensations. Each item scored 
from 0-4 (0=never or almost never experienced and 
4=more than once a week) for a total score of 0-216 
interpreted as: 0-21 below normal range; 22-66 well within 
normal range; 67-84slighly above average, within normal 
range; and ≥85 top 25%. 

None 

Sickness Impact 
Profile 8-items19,20 

SIP-8 Self-reported measure of perceived impact of illness or 
disease on physical and psychosocial functioning, it can 
be self or interviewer administered. The 8 subscales used 
are home management, mobility, alertness behavior, 
sleep/rest, ambulation, social interactions, work and 
recreation and pastimes. A total score is calculated by 
addition of the weights of items (range 0–5,799). Lower 
scores indicate better health.  

None 

36-item Short 
Form survey21 
 

SF-36 Self-reported survey of 36 questions of patient health on 8 
subscales: vitality, physical functioning, bodily pain, 
general health perceptions, physical role functioning, 
emotional role functioning, social role functioning, and 
mental health. The scale has a range from 0-100, with 
higher scores indicating better health. 

Validated in 
those identified 
using CDC 
(Holmes, 1988) 
criteria22,23 

Somatization 
Checklist 24  

None Self-reported set of 39 physical symptoms derived from 
diagnostic interview schedule for making a DSM-III/III-R 
diagnosis of somatization disorder. Items were answered 
yes or no for current and lifetime symptoms.  

None 
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Measure Abbreviation Description 

Validation 
studies in 
ME/CFS 

population 
Symptom 
Checklist-9025 
  

SCL-90 Self-reported checklist of 90 questions to assess 
psychological status in the following categories: 
somatization, obsessive-compulsive, interpersonal 
sensitivity, depression, anxiety, hostility, phobic anxiety, 
paranoid ideation, psychoticism. 

None 

Zung Self-Rating 
Depression 
Scale26 

ZDS Self-reported questionnaire of 20-items that rate affective, 
psychological, and somatic symptoms associated with 
depression. Each item is rated from 1 (a little of the time) 
to 4 (most of the time) with final scores ranging from 20-
80, interpreted as: 20-44 normal, 45-59 mildly depressed, 
60-69 moderately depressed, ≥70 severely depressed. 

None 

Abbreviations: BDI = Beck Depression Inventory; bCOPE = brief Coping Orientation to Problems Experienced scale; CDC = 
Centers for Disease Control and Prevention; CFS = Chronic Fatigue Syndrome; CFSC = chronic fatigue symptoms checklist; 
CFQ= Cognitive Failures Questionnaire; DSM III/III-R= Diagnostic and Statistical Manual third edition/third edition revised; 
GHQ = General Health Questionnaire; HADS = Hospital Anxiety and Depression Scale; HADS-A = anxiety subscale of HADS; 
HADS-D = depression subscale of HADS; KPS = Karnofsky Performance Scale; MFI-20 = Multidimensional Fatigue Inventory 
20-Item; MSPQ = Modified Somatic Perception Questionnaire; PILL= Pennebaker Inventory of Limbic Languidness; SIP-8 = 
Sickness Impact Profile 8-Item; SF-36 = Short Form-36; SCL-90 = Symptom Checklist; ZDS = Zung Self-Rating Depression 
Scale. 
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Table J2. Standardized measures used to assess outcomes after interventions for ME/CFS  

Measure Abbreviation Description 

Validation 
studies in 
ME/CFS 

population 
Abbreviated 
Fatigue 
Questionnaire27  

SFQ 
 

Self-reported measure of fatigue consisting of 4 
questions answered on a 7-point Likert-type scale. Final 
scores range from 4-28, with higher scores indicate 
lower levels of fatigue. 

None 

Clinical global 
impression change 
score28  

CGI Clinician-rated clinical global impression of change. 
Levels of improvement after intervention is rated on a 7 
point Likert-type scale where 1=very much better and 
7=very much worse. 
 
Note: Several studies had the patients self-report their 
ratings instead of a clinician. 

None 

Chalder Fatigue 
Scale29 

None Self-reported, 14- or 11-item fatigue scale.  
Items scored dichotomously on a 4-point scale (0,0,1,1), 
lower scores indicate better outcomes, total scores ≥4 
designate clinically significant levels of fatigue. 
 
Note: Several different scoring methods are used for this 
scale. 

Validated in 
those identified 
using Oxford 
(Sharpe, 1991) 
criteria30 
 
Validated in CFS 
patient meeting 
either Oxford 
(Sharpe, 1991) 
or CDC (Fukuda, 
1994) criteria31 

Checklist of 
Individual 
Strength19 

CIS Self-reported questionnaire measuring several aspects 
of fatigue, 20-items, separated into 4 subscales: severity 
of fatigue (8-items), concentration problems (5-items), 
decrease motivation (4-items), and decreased physical 
activity (3-items). Each item is rated on a 7-point Likert-
type scale for final scores of 20- 140. Lower scores 
indicate better health. 

Validated in 
patients with >1 
year self-
reported fatigue 
unexplained by 
other diagnosis19 

EuroQol Scale 32 None Measures health status, with scores ranging from 
0=worst health status to 100=best health status. 

Validated in 
population 
meeting Oxford 
(Sharpe, 1991) 
criteria33 

Fatigue Impact 
Scale 8 
 

FIS Self- reported instrument of fatigue impact on 40-items 
subdivided into 3 subscales, cognitive functioning (10-
items), physical functioning (10-items, and psychosocial 
functioning (20-items). Each item is rated from 0 (no 
problem) to 4 (extreme problem), with a maximum score 
of 160.  

Validated in 
population who 
had experienced 
≥6 months of 
fatigue8 

Fatigue Severity 
Scale34 
 

FSS Self-reported measure of fatigue, composed of 9-items 
rated on 7-point Likert-type scales, where 1=no fatigue-
related impairment and 7=high impairment. Final scores 
range from 9-63, lowers scores indicate lower fatigue 
impairment.  

Validated in 
patients with 
CFS like 
symptoms, but 
not formally 
diagnosed35 

Fibromyalgia 
Impact 
Questionnaire36 

FIQ Self-reported 10-item measure that assesses the current 
health status of patients with fibromyalgia on physical 
functioning, work status, depression, anxiety, sleep, pain, 
stiffness, fatigue, and wellbeing. Each item has multiple 
questions scored on Likert-type scales, for a final score 
ranging from 0-100. Lower scores indicate better health. 

None 
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Measure Abbreviation Description 

Validation 
studies in 
ME/CFS 

population 
Karnofsky 
Performance 
Scale12 

KPS 
 

Descriptive ordinal scale that measures the patient’s 
ability to carry on normal actives/the degree of 
assistance required. The scale range is comprised of 10-
point intervals from 0-100, where 0=dead and 
100=normal, no complaints or evidence of disease. 
Score thresholds: 80-100=normal health; 50-80=an 
inability to work, with a varying amount of assistance 
needed at home; 10-40=an inability for self care requiring 
the equivalence of institutional care 

Validated in 
patients with 
chronic pain, but 
not specifically 
CFS13 

Medical Outcome 
Study Short 
Form37 

MOS-SF Measures functioning and well being of 6 health 
concepts: physical functioning, social functioning role 
functioning, mental health, health perceptions, and bodily 
pain. Each area has varying numbers of items and are 
scored on scales from 1-100, with higher scores 
indicating better health.  

Validated in 
patients with 
chronic 
conditions38 
Validated in 
those identified 
using Oxford 
(Sharpe, 1991) 
criteria39 

Modified barthel’s 
Activities of Daily 
Living index40 

ADL Self-reported measure that measures the patient’s ability 
to preform 83 discrete activities of daily living. The 
maximum score is 100, higher scores indicate better 
health.  

None 

Multidimensional 
Fatigue 
Inventory14 

MFI-20 Self-reported instrument used to measure fatigue 
consisting of 5 subscales: general fatigue, physical 
fatigue, mental fatigue, reduced motivation, and reduced 
activity. Each subscale has 4 statements regarding 
levels of fatigue experienced in the previous days (20 
total) rated on a Likert-type scale from 1-5 for a final 
subscale score of 4-20, lower scores indicate less 
fatigue.  

Validated in 
those with >12 
months of 
fatigue14 
 
Validated in 
population self-
reporting 
symptoms 
meeting CDC 
(Fukuda, 2004) 
criteria15 

Profile of Mood 
States41 

POMS Self-reported scale used to assess transient mood 
states, consisting of 65 adjectives, separated into 6 
subscales: tension-anxiety, depression-dejection, anger-
hostility, fatigue, vigor, confusion. Each item is rated on a 
5-point Likert-type scale, items for the subscales are 
combined with vigor scores subtracted for an overall 
score ranging from 0-200.  
 
For this review, only the fatigue and vigor subscales 
were included. The maximum score for the fatigue 
subscale is 28, and the maximum score for the vigor 
subscale is 32.  

None 

Quality of Life 
Index42,43 
 

QLI Self-reported questionnaire covering 34-items related to 
quality of life overall and in 4 subscales: health and 
functioning, social and economic, psychological/spiritual, 
and family. The first part of the questionnaire rates 
satisfaction with 34-items on a 6-point Likert-type scale 
ranging from very dissatisfied to very satisfied (-2.5 to 2.5 
for analysis). The second part of the questionnaire rates 
the importance of these items from 1=very unimportant 
to 6=very important. Final scores for each subscales and 
the total scale range from 0-30 and are computed by 
weighting satisfaction responses with paired importance 
responses. Higher scores indicate higher life quality. 

Used in CFS 
populations, but 
unclear if 
validated44 
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Measure Abbreviation Description 

Validation 
studies in 
ME/CFS 

population 
Quality of Life 
Inventory45,46 

QOLI Inventory of patient satisfaction and happiness in 17 (16 
in the more recent version) areas of life potentially 
relevant to overall life satisfaction. Each area is first rated 
in terms of importance to overall happiness where 0=not 
at all important, 1=important, and 2=very important. The 
items are then rated in terms of the patient satisfaction 
with that area on a scale ranging from -3 (very 
dissatisfied) to 3 (very satisfied). The 2 scores are 
multiplied to produce weighted satisfaction ratings 
ranging from -6 to 6 and the overall life satisfaction score 
is obtained by averaging all weighted satisfaction ratings 
that have nonzero importance ratings. Higher scores 
indicate better health.  

None 

Quality of Life 
Scale47 

QLS 16-items answered on a 7-point Likert-type scale which 
measures 6 conceptual domains of quality of life: 
material and physical well-being; relationships with other 
people; social, community and civic activities; personal 
development and fulfillment; recreation; and 
independence. Scored on a 16-113 scale, higher scores 
indicate better quality of life.  

None 

 36-item Short 
Form Survey 21 
  

SF-36 Self-reported survey of 36 questions of patient health on 
8 subscales: vitality, physical functioning, bodily pain, 
general health perceptions, physical role functioning, 
emotional role functioning, social role functioning, and 
mental health. The scale has a range from 0-100, with 
higher scores indicating better health. 
 
For this review, only the physical functioning and vitality 
subscales were included. 
 

Validated in 
those identified 
using CDC 
(Holmes, 1988) 
criteria22,23 

Short Form 12-
Item Health 
Survey48 

SF-12 A health survey with 12-items assessing physical and 
mental health. The survey yields 2 summary scores: the 
mental component summary and the physical 
component summary. Each summary score ranges from 
0-100, higher scores indicate better health.  

None 

Sickness Impact 
Profile 8-items 19,20 
 

SIP-8 Self-reported measure of perceived impact of illness or 
disease on physical and psychosocial functioning, it can 
be self or interviewer administered. The 8 subscales 
used are home management, mobility, alertness 
behavior, sleep/rest, ambulation, social interactions, 
work and recreation and pastimes. A total score is 
calculated by addition of the weights of items (range 0–
5,799). Lower scores indicate better health.  

None 

Work and social 
adjustment scale49 
 

None A 5-item questionnaire that measures impairment in in 
work, home management, social activities, and private 
leisure. Each item is measured on a 0-8 Likert-type scale 
where 8=maximum impairment. The scale is scored from 
0-45.  

Validated in CFS 
populations 
receiving 
treatment50 

Abbreviations: ADL = Activities of Daily Living; CDC= Centers for Disease Control and Prevention; CFS= chronic fatigue 
syndrome; CGI= Clinical Global Impression Change Score; CIS= Checklist of Individual Strength; FIQ= Fibromyalgia Impact 
Questionnaire; FIS= Fatigue Impact Scale; FSS= Fatigue Severity Scale; KPS = Karnofsky Performance Scale; MFI-
20=Multidimensional Fatigue Inventory; POMS= Profile of Mood States; QLI= Quality of Life Index; QLS= Quality of Life 
Scale; QOLI= Quality of Live Inventory; SF-36= Short Form-36; SF-12= Short-Form 12-Item Survey; SFQ= Abbreviated 
Fatigue Questionnaire; SIP-8= Sickness Impact Profile 8 items.   
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Appendix K. Strength of Evidence 
Table K1. Strength of evidence 

Key Question 
outcome 

Study 
design/ 
number of 
studies 
(n) 

Study  
limitations Directness Consistency Precision 

Reporting 
bias 

Overall 
effect 

Strength 
of 

evidence/ 
grade 

Treatment and harms 
a) What are the benefits of therapeutic interventions for patients with ME/CFS and how do they vary by patient subgroups?
Galantamine vs. placebo 

Decreased fatigue 1 RCT 
(n=423) 

Medium Direct Consistency 
unknown (single 

study) 

Imprecise Undetected <> Insufficient 

Improved quality of life 1 RCT 
(n=423) 

Medium Direct Consistency 
unknown (single 

study) 

Imprecise Undetected <> Insufficient 

Global improvement 1 RCT 
(n=423) 

Medium Direct Consistency 
unknown (single 

study) 

Imprecise Undetected <> Insufficient 

Improved overall function, increased days spent at 
work/school and proportion working full- or part-time 

No studies Insufficient 

Hydrocortisone vs. placebo 
Improved overall function 1 RCT 

(n=68) 
Medium Direct Consistency 

unknown (single 
study) 

Imprecise Undetected <> Insufficient 

Decreased fatigue 1 RCT 
(n=68) 

Medium Direct Consistency 
unknown (single 

study) 

Imprecise Undetected <> Insufficient 

Improved quality of life 1 RCT 
(n=65) 

Medium Direct Consistency 
unknown (single 

study) 

Imprecise Undetected <> Insufficient 

Increased days spent at work/school and proportion 
working full- or part-time 

No studies Insufficient 

Hydrocortisone + fludrocortisone vs. placebo 
Improved overall function 1 RCT 

(n=80) 
Medium Direct Consistency 

unknown (single 
study) 

Imprecise Undetected <> Insufficient 

Decreased fatigue 1 RCT 
(n=80) 

Medium Direct Consistency 
unknown (single 

study) 

Imprecise Undetected <> Insufficient 
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Key Question 
outcome 

Study 
design/ 
number of 
studies 
(n) 

Study  
limitations Directness Consistency Precision 

Reporting 
bias 

Overall 
effect 

Strength 
of 

evidence/ 
grade 

Improved quality of life 1 RCT 
(n=80) 

Medium Direct Consistency 
unknown (single 

study) 

Imprecise Undetected <> Insufficient 

Increased days spent at work/school and proportion 
working full- or part-time 

No studies Insufficient 

Immunoglobulin G vs. placebo 
Improved overall function 1 RCT 

(n=28) 
Medium Direct Consistency 

unknown (single 
study) 

Imprecise Undetected + Insufficient 

Decreased fatigue, improved quality of life, increased 
days spent at work/school and proportion working full- or 

part-time 

No studies Insufficient 

Rintatolimod vs. placebo 
Improved overall function 1 RCT 

(n=84) 
Medium Direct Consistency 

unknown (single 
study) 

Imprecise Undetected + Insufficient 

Increased exercise work capacity 2 RCT 
(n=316) 

Medium Direct Consistent Precise Undetected + Low 

Improved quality of life, increased days spent at 
work/school and proportion working full- or part-time 

No studies Insufficient 

Valganciclovir vs. placebo 
Improved overall function 1 RCT 

(n=30) 
Medium Direct Consistency 

unknown (single 
study) 

Imprecise Undetected <> Insufficient 

Decreased fatigue 1 RCT 
(n=30) 

Medium Direct Consistency 
unknown (single 

study) 

Imprecise Undetected + Insufficient 

Improved quality of life, increased days spent at 
work/school and proportion working full- or part-time 

No studies Insufficient 

Isoprinosine vs. placebo 
Improved overall function 1 RCT 

(n=15) 
Medium Direct Consistency 

unknown (single 
study) 

Imprecise Undetected <> Insufficient 

Decreased fatigue 1 RCT 
(n=15) 

Medium Direct Consistency 
unknown (single 

study) 

Imprecise Undetected <> Insufficient 

Improved quality of life, increased days spent at 
work/school and proportion working full- or part-time 

No studies Insufficient 
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Key Question 
outcome 

Study 
design/ 
number of 
studies 
(n) 

Study  
limitations Directness Consistency Precision 

Reporting 
bias 

Overall 
effect 

Strength 
of 

evidence/ 
grade 

Fluoxetine vs. placebo 
Improved overall function 1 RCT 

(n=68) 
Medium Direct Consistency 

unknown (single 
study) 

Imprecise Undetected <> Insufficient 

Decreased fatigue 1 RCT 
(n=68) 

Medium Direct Consistency 
unknown (single 

study) 

Imprecise Undetected <> Insufficient 

Improved quality of life, increased days spent at 
work/school and proportion working full- or part-time 

No studies Insufficient 

Acclydine vs. placebo 
Improved overall function 1 RCT 

(n=57) 
High Direct Consistency 

unknown (single 
study) 

Imprecise Undetected <> Insufficient 

Decreased fatigue 1 RCT 
(n=57) 

High Direct Consistency 
unknown (single 

study) 

Imprecise Undetected <> Insufficient 

Increased physical activity (actometer) 1 RCT 
(n=57) 

High Direct Consistency 
unknown (single 

study) 

Imprecise Undetected <> Insufficient 

Improved quality of life, increased days spent at 
work/school and proportion working full- or part-time 

No studies Insufficient 

Acetyl-L-carnitine vs. propionyl-L-carnitine vs. combination 
Decreased fatigue 1 RCT 

(n=89) 
High Direct Consistency 

unknown (single 
study) 

Imprecise Undetected + Insufficient 

Global improvement 1 RCT 
(n=89) 

High Direct Consistency 
unknown (single 

study) 

Imprecise Undetected + Insufficient 

Improved overall function and quality of life, increased 
days spent at work/school and proportion working full- or 

part-time 

No studies Insufficient 

Pollen extract vs. placebo 
Decreased fatigue 1 RCT 

(n=22) 
High Direct Consistency 

unknown (single 
study) 

Imprecise Undetected + Insufficient 

Improved quality of life 1 RCT 
(n=22) 

High Direct Consistency 
unknown (single 

study) 

Imprecise Undetected + Insufficient 
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Key Question 
outcome 

Study 
design/ 
number of 
studies 
(n) 

Study  
limitations Directness Consistency Precision 

Reporting 
bias 

Overall 
effect 

Strength 
of 

evidence/ 
grade 

Improved overall function, increased days spent at 
work/school and proportion working full- or part-time 

No studies Insufficient 

Low sugar/low yeast diet vs. healthy eating 
Decreased fatigue 1 RCT 

(n=39) 
High Direct Consistency 

unknown (single 
study) 

Imprecise Undetected <> Insufficient 

Improved quality of life 1 RCT 
(n=39) 

High Direct Consistency 
unknown (single 

study) 

Imprecise Undetected <> Insufficient 

Improved overall function, increased days spent at 
work/school and proportion working full- or part-time 

No studies Insufficient 

Distant healing vs. no treatment 
Improved overall function 1 RCT 

(n=409) 
Medium Direct Consistency 

unknown (single 
study) 

Imprecise Undetected <>‖  Insufficient 

Decreased fatigue, improved quality of life, increased 
days spent at work/school and proportion working full- or 

part-time 

No studies Insufficient 

Homeopathy vs. placebo 
Improved overall function 1 RCT 

(n=89) 
High Direct Consistency 

unknown (single 
study) 

Imprecise Undetected <> Insufficient 

Decreased fatigue 1 RCT 
(n=89) 

High Direct Consistency 
unknown (single 

study) 

Imprecise Undetected - Insufficient 

Improved quality of life, increased days spent at 
work/school and proportion working full- or part-time 

No studies Insufficient 

Melatonin vs. phototherapy 
Improved overall function 1 RCT 

crossover 
design 
(n=30) 

High Direct Consistency 
unknown (single 

study) 

imprecise Undetected <> Insufficient 

Decreased fatigue 1 RCT 
crossover 
design 
(n=30) 

High Direct Consistency 
unknown (single 

study) 

imprecise Undetected <> Insufficient 

Improved quality of life, increased days spent at 
work/school and proportion working full- or part-time 

No studies Insufficient 
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Key question 
outcome 

Study 
design/ 

number of 
studies 

(n) 
Study 

limitations Directness Consistency Precision 
Reporting 

bias Overall effect 
Strength of evidence/ 

grade 
CBT/counseling vs. no treatment or support or relaxation or adaptive pacing 

Improved overall function 11 RCT 
(n=1,441) 
8 pooled 

Medium Direct Inconsistent Precise Undetected SF-36 physical 
function WMD 
7.73 (95% CI 
3.58 to 11.87) 

Low 

Decreased fatigue 11 RCT 
(n=1,439) 

Medium Direct Consistent Precise Undetected +† Low 

Improved quality of life 4 RCT 
(n=343) 

Medium Direct Inconsistent Imprecise Undetected <>‡ Low 

Increased proportion working full- or part-
time 

2 RCT 
(n=145) 

Medium Direct Consistent Imprecise Undetected <> Low 

Increased hours worked 2 RCT 
(n=125) 

Medium Direct Inconsistent Imprecise Undetected <>§ Low 

Decreased work impairment 2 RCT 
(n=531) 

Medium Direct Consistent Precise Undetected + Low 

Global improvement 2 RCT 
(n=531) 

Medium Direct Consistent Precise Undetected + Moderate 

Face-to-face CBT vs. telephone CBT 
Improved overall function 1 RCT (n=43) Medium Direct Consistency 

unknown 
(single study) 

Imprecise Undetected + Insufficient 

Decreased fatigue 1 RCT (n=43) Medium Direct Consistency 
unknown 

(single study) 

Imprecise Undetected <> Insufficient 

Decreased work impairment 1 RCT (n=43) Medium Direct Consistency 
unknown 

(single study) 

Imprecise Undetected + Insufficient 

Global improvement 1 RCT (n=43) Medium Direct Consistency 
unknown 

(single study) 

Imprecise Undetected + Insufficient 

Improved quality of life, increased days 
spent at work/school and proportion working 

full- or part-time 

No studies Insufficient 
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Key question 
outcome 

Study 
design/ 

number of 
studies 

(n) 
Study 

limitations Directness Consistency Precision 
Reporting 

bias Overall effect 

Strength 
of 

evidence/ 
grade 

GET vs. no treatment or flexibility/relaxation therapy or adaptive pacing 
Improved overall function 4 RCT 

(n=619) 
3 pooled 

Medium Direct Consistent Precise Undetected SF-36 physical 
function WMD 10.29 

(95%CI, 6.71 to 13.88) 

Moderate 

Decreased fatigue 4 RCT 
(n=619) 

Medium Direct Consistent Imprecise Undetected +†† Low 

Increased proportion working full- or part-
time 

1 RCT 
(n=59) 

Medium Direct Consistency 
unknown 

(single study) 

Imprecise Undetected + Insufficient 

Decreased work impairment 1 RCT 
(n=475) 

Low Direct Consistency 
unknown 

(single study) 

Precise Undetected + Low 

Global improvement 3 RCT 
(n=583) 
3 pooled 

Medium Direct Consistent Precise Undetected Mean CGI scores 
RR 1.58 (95% CI, 1.25 

to 1.98) 

Moderate 

Recovery (Chalder fatigue score <18, SF-36 
physical function score >60, no longer 

meeting Oxford case definition criteria, and 
reporting much or very much improvement 

on CGI) 

1 RCT 
(n=475) 

Low Direct Consistency 
unknown 

(single study) 

Imprecise Undetected + Insufficient 

Improved quality of life, increased days 
spent at work/school 

No studies Insufficient 

Home orthostatic training vs. sham home orthostatic training 
Improved overall function 1 RCT 

(n=36) 
High Imprecise Consistency 

unknown 
(single study) 

Imprecise Undetected + Insufficient 

Decreased fatigue 1 RCT 
(n=36) 

High Imprecise Consistency 
unknown 

(single study) 

Imprecise Undetected <> Insufficient 

Improved quality of life, increased days 
spent at work/school and proportion working 

full- or part-time 

No studies Insufficient 
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Key question 
outcome 

Study 
design/ 

number of 
studies 

(n) 
Study 

limitations Directness Consistency Precision 
Reporting 

bias Overall effect 

Strength 
of 

evidence/ 
grade 

Qigong exercise vs. no qigong exercise 
Improved overall function 1 RCT 

(n=52) 
High Direct Consistency 

unknown 
(single study) 

Imprecise Undetected +¶ Insufficient 

Decreased fatigue 1 RCT 
(n=52) 

High Direct Consistency 
unknown 

(single study) 

Imprecise Undetected + Insufficient 

Improved quality of life, increased days 
spent at work/school and proportion working 

full- or part-time 

No studies Insufficient 

K-7 



Key question 
outcome 

Study 
design/ 
number 

of 
studies 

(n) 
Study  

limitations Directness Consistency Precision 
Reporting 

bias Overall effect 

Strength 
of 

evidence/ 
grade 

GET vs. fluoxetine vs. combination or placebo 
Improved overall function 1 RCT 

(n=136) 
Medium Direct Consistency 

unknown (single 
study) 

Precise Undetected + Insufficient 

Decreased fatigue 1 RCT 
(n=136) 

Medium Direct Consistency 
unknown (single 

study) 

Precise Undetected + Insufficient 

Increased days spent at work/school and proportion 
working full- or part-time 

No 
studies 

Insufficient 

CBT + GET vs. usual care 
Improved overall function 1 RCT 

(n=115) 
Low Direct Consistency 

unknown (single 
study) 

Imprecise Undetected <> Insufficient 

Decreased fatigue 1 RCT 
(n=115) 

Low Direct Consistency 
unknown (single 

study) 

Imprecise Undetected <> Insufficient 

Improved quality of life, increased days spent at 
work/school and proportion working full- or part-time 

No 
studies 

Insufficient 

b) What are the harms of therapeutic interventions for patients with ME/CFS and how do they vary by patient
subgroups? 
Galantamine vs. placebo 

Withdrawals due to harms, rates of harms, total 
withdrawals, serious harms, and total harms 

1 RCT 
(n=434) 

Medium Direct Consistency 
unknown (single 

study) 

Imprecise Undetected <> Insufficient 

Hydrocortisone vs. placebo 
Withdrawals due to harms, serious harms, other 

harms 
1 RCT 
(n=70) 

Medium Direct Consistency 
unknown (single 

study) 

Imprecise Undetected - Insufficient 

Rates of harms, total withdrawals, total harms No 
studies 

Insufficient 

Hydrocortisone + fludrocortisone vs. placebo 
Withdrawals due to harms, serious harms, other 

harms, total harms 
1 RCT 
(n=80) 

Medium Direct Consistency 
unknown (single 

study) 

Imprecise Undetected <> Insufficient 

Rates of harms, total withdrawals No 
studies 

No studies Insufficient 
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Key question 
outcome 

Study 
design/ 
number 

of 
studies 

(n) 
Study  

limitations Directness Consistency Precision 
Reporting 

bias Overall effect 

Strength 
of 

evidence/ 
grade 

Immunoglobulin G vs. placebo 
Withdrawals due to harms, serious harms, other 

harms, total harms 
1 RCT 
(n=28) 

Medium Direct Consistency 
unknown (single 

study) 

Imprecise Undetected <>‡‡ Insufficient 

Rates of harms, total withdrawals No 
studies 

Insufficient 
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Key question 
outcome 

Study 
design/ 
number 

of 
studies 

(n) 
Study  

limitations Directness Consistency Precision 
Reporting 

bias Overall effect 

Strength 
of 

evidence/ 
grade 

Rintatolimod vs. placebo 
Withdrawals due to harms, serious harms, other 

harms, total harms 
2 RCT 
(n=324) 

Medium Direct Inconsistent Imprecise Undetected Mixed§§ Insufficient 

Rates of harms, total withdrawals No 
studies 

Insufficient 

Valganciclovir vs. placebo 
Withdrawals due to harms, serious harms, other 

harms, total harms 
1 RCT 
(n=30) 

Medium Direct Consistency 
unknown 

(single study) 

Imprecise Undetected <> Insufficient 

Rates of harms, total withdrawals No 
studies 

Insufficient 

Isoprinosine vs. placebo 
Withdrawals due to harms  1 RCT 

(n=15) 
Low Direct Consistency 

unknown 
(single study) 

Imprecise Undetected <> Insufficient 

Rates of harms, total withdrawals No 
studies 

Insufficient 

Fluoxetine vs. placebo 
Total withdrawals 1 RCT 

(n=68) 
Medium Direct Consistency 

unknown 
(single study) 

Imprecise Undetected <> Insufficient 

Withdrawal due to harms 1 RCT 
(n=68) 

Medium Direct Consistency 
unknown 

(single study) 

Imprecise Undetected + Insufficient 

Acclydine vs. placebo 
Withdrawals due to harms, rates of harms, total 

withdrawals 
No 
studies 

Insufficient 

Acetyl-L-carnitine vs. propionyl-L-carnitine vs. combination 
Withdrawals due to harms  1 RCT 

(n=89) 
High Direct Consistency 

unknown 
(single study) 

Imprecise Undetected <> Insufficient 

Rates of harms, total withdrawals No 
studies 

Insufficient 

Pollen extract vs. placebo 
Withdrawals due to harms, rates of harms, total 

withdrawals 
No 
studies 

Insufficient 

Low sugar/low yeast diet vs. healthy eating 
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Key question 
outcome 

Study 
design/ 
number 

of 
studies 

(n) 
Study  

limitations Directness Consistency Precision 
Reporting 

bias Overall effect 

Strength 
of 

evidence/ 
grade 

Withdrawals due to harms, rates of harms, total 
withdrawals 

No 
studies 

Insufficient 

Distant healing vs. no treatment 
Withdrawals due to harms, rates of harms, total 

withdrawals 
No 
studies 

Insufficient 
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Key question 
outcome 

Study 
design/ 
number 

of 
studies 

(n) 
Study  

limitations Directness Consistency Precision 
Reporting 

bias Overall effect 

Strength 
of 

evidence/ 
grade 

Homeopathy vs. placebo 
Withdrawals due to harms, rates of harms, total 

withdrawals 
No 
studies 

Insufficient 

Melatonin vs. phototherapy 
Withdrawals due to harms, rates of harms, total 

withdrawals 
No 
studies 

Insufficient 

CBT/counseling vs. no treatment or support or relaxation or adaptive pacing 
Withdrawals due to harms  1 RCT 

(n=47) 
Low Indirect Consistency 

unknown 
(single study) 

Imprecise Undetected <> Insufficient 

Rates of harms 1 RCT 
(n=257) 

Low Indirect Consistency 
unknown 

(single study) 

Imprecise Undetected <> Insufficient 

Total harms 2 RCT 
(n=728) 

Low Direct Consistent Imprecise Undetected <> Low 

Serious harms 2 RCT 
(n=728) 

Low Direct Inconsistent Imprecise Undetected <> Low 

Face-to-face CBT vs. telephone CBT 
Withdrawals due to harms, rates of harms, total 

withdrawals 
No 
studies 

Insufficient 

GET vs. no treatment or flexibility/relaxation therapy or adaptive pacing 
Withdrawals due to harms 1 RCT 

(n=49) 
Medium Direct Consistency 

unknown 
(single study) 

Imprecise Undetected <> Insufficient 

Total harms 2 RCT 
(n=524) 

Medium Direct Consistent Imprecise Undetected <> Insufficient 

Serious harms 1 RCT 
(n=475) 

Low Direct Consistency 
unknown 

(single study) 

Imprecise Undetected <> Insufficient 

Home orthostatic training vs. sham home orthostatic training 
Withdrawals due to harms, rates of harms, total 

withdrawals 
No 
studies 

Insufficient 

Qigong exercise vs. no qigong exercise 
Total harms 1 RCT 

(n=52) 
Medium Direct Consistency 

unknown 
(single study) 

Imprecise Undetected <> Insufficient 

Withdrawals due to harms and rates of harms No 
studies 

Insufficient 
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Key question 
outcome 

Study 
design/ 
number 

of 
studies 

(n) 
Study  

limitations Directness Consistency Precision 
Reporting 

bias Overall effect 
Strength of evidence/ 

grade 
GET vs. fluoxetine vs. combination or placebo 

Total withdrawals 1 RCT 
(n=136) 

Medium Direct Consistency 
unknown 

(single study) 

Imprecise Undetected + Insufficient 

Rates of harms and total harms No 
studies 

Insufficient 

CBT + GET vs. usual care 
Withdrawals due to harms, rates of harms, total 

withdrawals 
No 
studies 

Insufficient 

c) What are the characteristics of responders and non-responders to interventions?
CBT vs. no treatment 

Baseline differences 1 RCT 
(n=27) 

Medium Indirect Consistency 
unknown 

(single study) 

Imprecise Undetected + Insufficient 

GET vs. usual care 
Mediating factors affecting response to GET 1 RCT 

(n=49) 
Medium Indirect Consistency 

unknown 
(single study) 

Imprecise Undetected + Insufficient 

CBT vs. cognitive therapy, vs. anaerobic therapy vs. relaxation 
Energy envelope comparisons 1 RCT 

(n=81) 
Medium Indirect Consistency 

unknown 
(single study) 

Imprecise Undetected + Insufficient 

Pragmatic rehabilitations vs. supportive listening 
Baseline differences 1 RCT 

(n=257) 
Medium Indirect Consistency 

unknown 
(single study) 

Imprecise Undetected + Insufficient 

Key: + = positive effect; <> = no effect; - = negative effect. 
*5 studies showed overall positive effect, while 2 showed mixed effects using different measures, 1 showed negative effect, and 4 showed no effect.
†9 studies showed positive effects, while 3 showed no effect.
‡2 studies showed positive effects, 2 showed no effect, and 1 showed a positive effect vs. support but not vs. no treatment.
§Significant increase in 1 of 3 trials, 1trial reported a significant increase vs. support but not vs. no treatment.
‖ For those blinded to treatment only, not for comparison of intervention groups.
¶Intervention scored better on mental functioning subscale, but not physical functioning subscale.
**2 of 4 studies showed a benefit, for the intervention group, while 2 showed no differences. 
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††3 of 4 studies showed a benefit for the intervention group, while 1 showed no differences.
‡‡More headaches in intervention group, but no other differences.
§§Some harms more frequent in intervention group, insomnia more frequent in placebo group, see Appendix G4 for details.
Abbreviations: CBT= cognitive behavioral therapy; CFS= chronic fatigue syndrome; CI= confidence interval; CGI= Clinical Global Impression of Change score; GET= 
graded exercise treatment; ME= myaligc encephalomyelitis; n= sample size; RCT= randomized controlled trial; RR= relative risk; SF-36= 36-item Short Form Survey; 
WMD= weighted mean difference; vs.= versus. 
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